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EXECUTIVE SUMMARY

This is the second annual Long Term Care (LTC) report submitted
by the Department of Aging, as required by the Supplemental
Language to the Budget Act of 1985, on the incremental development of a home and community-based, long term care service
delivery system. The report reflects the Department's comprehensive efforts this year towards building a responsive system
of care for frail elderly and younger functionally impaired
adults.
Organizationally, the report consolidates a number of separate
reports to the Legislature so that a broad spectrum of issues
related to system building efforts could be addressed in tandem.
Last year we identified the "key characteristics and services"
that appear critical to the success of an "ideal" system of
care. This report builds on that framework, describing the
Department's progress in each of the following elements of that
system:
•

Systemwide Organizational Structure
This year the Department participated with other departments in the Health and Welfare Agency (HWA) to foster
coordination at the state level on: training for the new
Department of Health Services' Preadmission Screening
Program; refining items for the Department of Social
Services' In-Home Supportive Services (IHSS) equity assessment instrument; convening an Alzheimer's Disease Interdepartmental Committee with departments of Mental Health,
Social Services and Health Services; and providing input on
recommendations to the Legislature by Department of Social
Services on three levels of care in residential care facilities (SB 185).
The Department's initiation of the SEED* Community Long
Term Care Project is a major effort to foster a coordinated
system concept at the local level. Eleven local areas have
been designated as SEED Communities to assist the
Department in testing a variety of approaches to local
service integration. Results of the Project will provide
important guidance to future system development activities.

*The original concept of SEED involved only service enriched
areas.
While the concept was soon expanded to include other
areas with lesser service development. The term SEED (no
longer an acronym) was retained for this project.

•

Lead Agency
The Department focused on developing the SEED Project to
test a variety of local LTC models; integrating programs
within its jurisdiction; and nurturing further development
of LTC services. Integration activities included a
stronger emphasis on LTC as part of directives to Area
Agencies on Aging for the 86-87 Area Plan Guidance; review
of the intrastate funding formula for allocation of federal
Older Americans Act (OAA) Title III funds in terms of
targeting to vulnerable elderly; and awarding one-time-only
(OTO) grants of Title III funds to local projects that
addressed LTC service delivery.

•

Identified Target Population
The Department's Aging Network and its LTC programs
continued to focus on targeting to the frail and vulnerable
elderly at risk of losing their independence. Two reports
(Appendices B and C) were generated in response to Supplemental Budget Language to address targeting mechanisms.

•

Integrated Intake and Assessment
Addressing the problems of multiple points of e~try to
services and repeated assessment have been a maJor focus in
the development of a uniform assessment instrument for use
in the SEED Project.

•

Coordinated case Management
Again, the SEED Project design has taken into consideration
a variety of approaches to coordinating case management in
the local SEED models.

•

Compatible Management Information Systems and Client
Tracking
At the program level, both OAA Title III and individual
Long Term care program management information systems were
refined. At the system level, a more compatible way to
collect data and track clients is part of the development
of reporting mechanisms for, and the evaluation of, SEED
communities.

•

Supportive Funding Mechanisms
As described earlier, One-Time-Only (OTO) Title III awards
provided a mechanism to initiate and integrate local home
and community-based LTC activities by Area Agencies.
strategies to sustain system building efforts are being
built into the evaluation of the SEED Project.

•

Departmental Long Term Care Programs and Activities
A broad spectrum of individual program accomplishments
throughout the Department this past year provided a unique
contribution to enhancing the continuum of care.

Attached to the report are the following appendices that provide
additional, specific information on various Department LTC
efforts undertaken in 1986:
•

SEED Community LTC Projects
This appendix provides an informational overview of the 11
designated SEED communities.

•

Targeting Mechanisms for Case Management
This appendix provides an analysis of targeting strategies
to reach appropriate clients by the Linkages case management program as well as more specific mechanisms to
categorize at risk clients served by the Multipurpose
Senior Services Program (MSSP).

•

Estimated Number of Elderly and Their Functional Levels
To provide more definitive information for long term care
planning efforts, estimates of the number of elderly in
California and their functional levels are presented.
These estimates are based on extrapolations from several
national surveys using California Department of Finance
population estimates.

•

Alzheimer's Day care Resource Centers (ADCRC) Report
This report reflects start up activities of the ADCRC
program and its progress in meeting the day care needs of
moderately to severely impaired dementia participants and
their families.

•

Linkages Program Interim Report
This progress report highlights program activity in the
latter part of 1986 during which all 13 sites were fully
operational.

The SEED Project will remain a primary focus of the Department's
future activities. Beginning on July 1, 1987, local SEED
Communities will test proposed program flexibilities and modifications to see how such strategies can help improve access to
care. Implementation of the LTC system development evaluation
as well as continued program development and expansion in
several areas are also slated for 1987.
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I.

PURPOSE

This is the second annual Long Term Care (LTC) report submitted
by the Department of Aging as required by Supplemental Language
to the Budget Act of 1985, on the incremental development of a
home and community-based, long term care service delivery
system. Based on the premise that existing services can be
integrated effectively, the goal is to ensure that "at risk"
frail elderly and younger functionally impaired Californians can
access the services they need to remain independent.
As a framework for reporting our progress during 1986, we are
focusing on the "key characteristics and services" of an ideal
system(s) detailed in last year's report. In essence, this
allows measurement of the Department's progress in organizing
all these elements into that ideal whole. A wealth of information on local communities• efforts is available through the
recently initiated SEED Community Long Term Care Project which
is one of our approaches to working towards that ideal.
Wherever possible, SEED Project information is incorporated to
show the progress being made on LTC system development at the
local level. Analyses of these system building efforts are more
descriptive than quantitative since the Department's formal
evaluation will not begin until July 1987.
REPORT REQUIREMENTS
In response to the Legislature's interest in the development of
a statewide long term care system, we have developed an integrated report that meets the following separate reporting
requirements and provides a comprehensive view of the
Department's long term care efforts in 1986.
Supplemental Language to the Budget Act of 1985 (Item 4170001-001)
"The Department of Aging (CDA) shall prepare an annual
report, beginning December 1, 1985, on Long Term Care
Programs and Management Information systems (MISs)."
Control Language in the Budget Act of 1986 (Item 4170-101-001)
"The Department of Aging, in consultation with the
Department of Social Services, shall incorporate the InHome supportive Services (IHSS) equity assessment instrument into the Long Term care programs by July 1, 1987.
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The Department of Aging, in consultation with the
Department of Social Services and the Department of
Rehabilitation, shall incorporate into the December 1, 1986
report to the Legislature identification of Service
Enriched (SEED) communities which best represent long term
care service delivery systems and examine the benefits and
limitations of these systems. The report shall specifically identify the barriers to a coordinated long term care
delivery system that are the result of State law or regulations from any state department funding local programs.
The report shall be made available, upon request, to those
communities which are interested in developing these
systems."
Supplemental Language to Budget Act of 1986 (Item 4170-001-001)
Targeting for Long Term Care Programs
"The California Department of Aging shall submit a report
to the Legislature by December 1, 1986, which describes the
costs and benefits of various targeting mechanisms for case
management programs, particularly the Multipurpose Senior
Services Program (MSSP). This report shall include, but
not be limited to computer-assisted targeting, as well as
targeting through such referral mechanisms as the
Gatekeeper Program."
This is included as Appendix B.
Estimated Number of Elderly and Their Functional Levels
"The Department shall include in its long term care plan
due annually by December 1, an estimate of the number of
elderly in the State, their functional levels, and any
other information which enables the Legislature to determine unmet need for community-based long term care
services, including MSSP, Linkages, Adult Day Health Care
(ADHC), and IHSS."
This is provided in Appendix

c.

Two other appendices include: the Report to the Legislature
on the Alzheimer's Day Care Resource Center (ADCRC) Program,
as required by Chapter 1600, Statutes of 1984 (Appendix D),
and an update on the Linkages case management program
(Appendix E).
An additional reporting requirement on cost variations in local

MSSP sites (Budget Act of 1986) and a report on the ADHC
transfer have been submitted under separate cover.
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II.

BACKGROUND

The Department was delegated responsibility for system development via Chapter 1637, Statutes of 1984 (AB 2226, Felando) and
Chapter 1600, Statutes of 1984 (SB 1337, Mello). The LTC
Report to the Legislature submitted last year provides the
backgrounf on the initial implementation of these legislative
mandates.
However, a brief review of major steps taken in 1985
follows since many of the events this year build specifically on
those 1985 activities.
As a first step, the Department developed a long term care
mission, goal, and role.
•

Mission
To orchestrate the development and growth of home and
community-based, long term care (LTC) systems throughout
the State.

•

Goal
To avoid unnecessary placement of "at risk" functionally
impaired adults in long term health care institutions by
ensuring them access to home and community-based LTC
systems with services appropriate to their needs.

•

Role
To exert leadership in facilitating the planned development
and growth of local LTC systems.
To work with other state departments to lessen gaps and
duplication in services and encourage and support local
LTC services and system development.
To develop, integrate and monitor programs and services
funded through the Department that are necessary for the
development of LTC systems.
To evaluate LTC system development.

1 Report to the Legislature on Department of Aging Coordination
of Long Term Care Services and Management Information Systems,
December 1985.
3

The Department also developed a three-year plan (1985-87) to
promote coordination between programs and to foster development
of a statewide system of care. The plan consisted of the
following individual but interrelated steps, several of which
were completed last year. Others are in progress or are slated
for implementation in 1987-88.
1.

Establish the LTC Division within the Department of Aging.
The LTC Division was established
first step towards coordination,
Care (ADHC) and the Multipurpose
(MSSP) were transferred into the
within the new Division.

2.

in January 1985. As a
both Adult Day Health
Senior Services Program
Department and placed

Expand the number and type of service resources available
to persons at risk of institutionalization.
Implementation of two new programs, Linkages and
Alzheimer's Day Care Resource Centers, as well as major
expansion of ADHC and MSSP occurred in 1985. Further
program expansion occurred in 1986 and is described in Part
III, Section H.

3.

Develop common definitions and information bases among the
Department's LTC Division programs and develop planning/
coordination links with LTC related programs outside the
Department.
This is slated for 1987 as part of the SEED community LTC
Project.
(See Action step #5)

4.

Plan for the integration of LTC related programs under
the jurisdiction of the Department.
Efforts began as soon as the new LTC Division was created.
Improving coordination and integration among programs
throughout the Department that are involved in LTC issues
has become an ongoing activity.

5.

Develop model LTC sites (SEED Community LTC Project) to
assist the Department in determining future directions for
system development.
Initial development of the SEED concept occurred in 1985.
A comprehensive description of SEED activities in 1986 is
found in Part III, Section B, beginning on page 8.

6.

Evaluate the Department's LTC system development
efforts.

7.

Develop an integrated MIS.
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a.

Use consultant services to assist in an initial evaluation
of the Department's LTC system development.
Progress has been made towards steps #6, 7 and a. These
three steps will be further addressed in 1987 and 1988 and
are described more fully in Part III, Section B.

Concept:

An Ideal LTC System

In addition to the three-year plan, the 1985 report also
included the Department's initial identification and description
of the key characteristics of an ideal home and community-based
LTC system. Identifying and understanding these characteristics
provides a much needed focus and direction for planning and
evaluation. What follows is a detailed report of how far the
Department has advanced this year in developing the elements
that appear critical to the success of that ideal system.
Based on this year's experience, several of the characteristics
described in last year's report have been modified or incorporated into other characteristics. Realizing that they may be
modified still further as the evaluation progresses, this report
focuses on the current status of the following key characteristics:
•

A systemwide organizational structure

•

A lead agency

•

An identified target population

•

An integrated intake and assessment process

•

Coordinated case management

•

Compatible management information systems and client
tracking mechanisms

•

Supportive funding mechanisms

•

An array of long term care related programs and services
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III. SYSTEM DEVELOPMENT IN 1986
A.

SYSTEMWIDE ORGANIZATIONAL STRUCTURE

A systemwide organizational structure is one of the key characteristics of an ideal long term care service delivery system
which is being addressed at both state and local levels.
1.

State Level

Whi1e fostering coordination across programs is essentia1 for
developing a systemwide organizational structure, it can become
both a complex and sensitive task. Table 1 identifies a variety
of State programs that serve Alzheimer's disease patients and
provides an excellent example of the chal1enge to effectuate
coordination.
In response to this particular area of concern, an informal
Interdepartmental Committee on Alzheimer's disease was formed.
The Department has been an active participant on this committee
in working to facilitate program coordination to avoid unnecessary duplication and to provide for dissemination of
information.
TABLE 1
STATE DEPARTMENTS WITH ALZHEIMER'S DISEASE PROGRAMS

Aging

Health
Services

Alzheimer's
Day Care
Resource
Centers

Alzheimer's
Diagnostic &
Treatment
Centers

Respite
care &
Registry
Projects

Preventive
Health Care
for the
Aging

Adult Day
Health
Care

Medi-Cal

Multipurpose
Senior
Services
Prqgram
Linkages

Licensing &
Certification

Social
services
InHome
Supportive
Services
Adult
Protective
Services

Community
Care
Licensing
(day care,
residential
care)

Mental
Health
Brain-impaired
Regional
Resource
Centers
Short-Doyle
Day Care
Programs
Geripsychiatric
Assessment
Programs

statewide
Health Planning
& Development
Alzheimer's
Institutes

The Department has also been participating with related
departments in the HWA on three other systemwide LTC issues.
Preadmission Screening (PAS)
The Department of Health Services Medi-Cal field offices now
conduct a formal screening process for persons in acute care
hospitals and for those who may be at home awaiting nursing home
placement. If there is potential for a community alternative, a
local home health agency will be asked to see a patient and
assess that potential. If appropriate, the person will be
referred to a community agency such as MSSP or Linkages to
arrange for the supportive services that are needed.
This program is of interest to the Department since Preadmission
Screening could provide another entry point for access to home
and community-based LTC services. As such, the Department
provided for participation by representatives of all relevant
Aging programs in PAS training held statewide. A further look
at PAS will be incorporated in both the implementation and
evaluation of the SEED Project.
IHSS Equity Assessment
Another issue focuses on the In-Home Supportive Service (IHSS)
equity assessment instrument which the Department of Social
Services (DSS) is refining to improve uniformity in assessing
IHSS clients and in determining service awards. The Department
of Aging has been mandated to incorporate the DSS equity
assessment into our own LTC programs' assessment process.
since July, the Department has participated in the DSS county
advisory group. The purpose of this activity has been to
develop recommendations for simple, understandable definitions,
descriptions and standards to be used by IHSS eligibility
workers and other LTC program assessors to assess client functioning in both activities of daily living (ADL) and instrumental activities of daily living (IADL).
The Department of Aging will work to involve relevant staff in
its local programs in training on the use of the new assessment
tool. The equity assessment information is also being addressed
in the development of the SEED Project uniform assessment
instrument.
Trilevel Care in Residential Care Facilities for the Elderly
(RFEs)
This year, the Department also participated in the Task Force
convened under the direction of DSS to develop recommendations
for the Legislature on how to proceed with SB 185 (Chapter 1127,
statutes of 1985). Enacted last year, this law calls for the
development of three levels of care in Community or Residential
7

Care Facilities for the Elderly (RFEs). This new system, if
authorized by the Legislature, would provide reimbursement for
more intensive care so that residents do not have to leave their
board and care home if they develop medical problems.
2•

Local Level

The Department's initiation of the SEED Community LTC Project is
a major effort to foster a coordinated system concept at the
local level. During the Project period, SEEDs will test certain
changes in policy which enhance integration of programs under
the jurisdiction of the Department. Since the HWA is taking
responsibility for interdepartmental coordination to implement
SEED, we will also be able to outline suggestions for changes in
programs administered in other HWA departments.
B.

LEAD AGENCY

A lead agency at both the State and local levels is another key
characteristic of an ideal system. Assignment of lead responsibility for home and community-based LTC to the Department
through legislation was a critical initial step in establis~ing
a basis for the orchestration necessary at the State level.
Similarly, encouraging recognition of lead agencies at the local
level appears fundamental to the development of local LTC
systems. Identification and designation of the local lead
agency was a requirement of the SEED Request for Proposal (RFP).
As the State level lead agency, the Department focused on four
major areas this year: 1) facilitating the development of the
SEED Community LTC Project; 2) designing the larger complementary effort to evaluate overall LTC system building activities, 3) integrating appropriate programs and services administered by the Department's LTC Division and Aging services
Division, and 4) nurturing further development of LTC
programs.
1.

SEED Community LTC Project/Evaluation

SEED Concept:

An overview

The SEED Community LTC Project is a major Departmental effort to
evaluate different approaches to service integration and thus,
provide important guidance to future system development
activities.

1Report to the Legislature on Department of Aging Coordination
of Long Term care Services and Management Information Systems,
December 1985, pages 4-7.
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To ensure that different stages of system development are represented, the Department defined three types of communities to be
included in the SEED Project:
Type I

Areas with only a limited number of LTC services
including IHSS and Title III services such as homedelivered meals.

Type II

Areas with a somewhat expanded number of services,
including one or more of the LTC programs administered
by the Department (i.e., ADHC, ADCRC, Linkages and
MSSP).

Type III

Areas that have in place many or all of the programs
and services identified above or areas in which there
is a special organizational relationship between
Linkages and the IHSS program. These areas appear to
have the highest and most immediate potential for
growing into local LTC systems.

Selection of SEED communities was based on a local system development plan outlining the barriers to their efforts in integrating services and the extent to which key providers in that
community were willing to explore ways to overcome these
barriers.
Since the Department of Aging has administrative responsibility
for a number of the key LTC programs and services, it is
particularly interested in determining where simplified program
requirements would be appropriate. For instance, SEEDs will be
testing the use of a common intake and assessment process, a
uniform assessment tool, the sharing of staff between programs,
etc. Since no additional funds are currently available for
SEEDs, their development is being accomplished within existing
State and local resources.
SEED Community Selection Process
In mid-July, the Department issued the SEED Request for Proposal
(RFP). Its development had been a group process and included
soliciting recommendations from the diverse groups and persons
who must contribute in this effort (e.g., Area Agencies on
Aging, Multipurpose Senior Services Program Directors, Health
and Welfare Agency staff, California Commission on Aging, Triple
A Council of California, California Association of Health
Services at Home, California Association of Adult Day Services,
etc.).
One important result of sharing the RFP with diverse groups was
the decision to broaden the concept of SEED from not only
looking at the most developed, or service enriched areas, but to
include areas at all levels of development. In early October,
the Department received 29 SEED proposals: 10 Type I, 11 Type
9

II and 8 Type III. As shown on the map on page 11 the proposals
were a rich mix of both urban and rural areas from both northern
and southern California.
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FIGURE 1
PROPOSALS SUBMITTED IN RESPONSE TO THE DEPARTMENT
OF AGING'S REQUEST FOR SEED COMMUNITY LTC PROJECT PROPOSALS
OCTOBER, 1986
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SEED Proposals

Based upon the recommendation of the Department's advisory Long
Term care committee, the following 11 SEED communities were
designated on December 1.
community Service Area/Lead Agency

county

San Benito County

san Benito

Seniors council of Santa cruz and
San Benito Counties, Inc. ·
I

Tulare County

Tulare

Kinqs/Tul.are Area Aqency on Aqinq
II

Riverside

Area encompassinq the communities of Lakeview
Gilman Hot Sprinqs on the North; San
Jacinto, Sobobo Indian Reservation, Valley
Vista & Hemet to the East; Homeland &
Winchester on the South; & Romoland & Nuevo
to the West.
&

County of Riverside Office on Aqinq
II

Santa cruz

santa cruz county
Santa cruz Human Resources Aqency

II

Stanislaus

stanislaus county.
stanislaus County Department of social
Services

III

Alameda

Alameda County
Alameda County Area Aqency on Aqinq

III

Humboldt

Humboldt county
Area I Aqency on Aqinq

III

Los Anqeles

city of Glendale
South Los Anqeles
City of Lonq Beach
East Los Anqeles
Los Anqeles Department of Community and
Senior Citizen Services

III

Monterey

Monterey county
Monterey County Department of Social
Services
Office for Aqinq and Adult Programs

III

San Francisco

San Francisco county
City & County of San Francisco
The Commission on the Aqinq

III

San Mateo

San Mateo County
San Mateo county, Department of Health,
Lonq Term Care Division
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The number of designated SEEDs is a response to both the strong
local interest in participating in this effort and the overall
potential of all submitted proposals. While it was difficult to
limit the selection to only 11, it was necessary due to limited
Department staff and consultant services available to collect
and analyze SEED data and to carry out an appropriate evaluation. More detailed information on the sites selected is found
in Appendix A.
SEED Implementation Schedule
In December 1986, key representatives of each of the designated
SEED communities began meeting with a core group of Department
staff. This State and local SEED workgroup is in the process of
identifying barriers to the development of a coordinated
delivery system that are feasible to address through greater
flexibility in the Department's program policies. The workgroup
will also identify areas in which similar relaxation in the
policies of other departments and/or federal waiver authority
may be critical to pursue. Workgroup members will be able to
share their expertise in a review and critique of the SEED
Community LTC plans, perhaps leading to other options for
addressing remaining services integration problems.
During a pretest period, prior to July 1, 1987, SEEDs will
initiate some of the proposed policy changes and have an opportunity to address any implementation difficulties that occur.
The project's operational period will be July 1, 1987 through
June 30, 1988. The first evaluation report of the SEEDs will be
submitted to the Legislature in December 1988.
Reflections on the SEED Selection Process
The Department was extremely pleased with the broad based
interest shown in the Project, reflected in the number and
quality of the proposals received.
One of the most significant outcomes of the process itself was
that proposals provided a wealth of information on perceptions
of barriers to system building. The proposals identified
several major areas of common concern including such issues as a
lack of coordinated case management; different definitions and
reporting requirements, constraints because of confidentiality
of client information; and different age and income eligibility
requirements.
The proposals also requested several program flexibilities to
promote integration and to resolve some of the identified barriers. Requests included such changes as developing a common
intake and assessment process; coordinating local case management services; standardizing service definitions and/or
combining reporting requirements; and developing a cross program
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informed consent mechanism to overcome the confidentiality
issue.
Which flexibilities will ultimately be tested in the SEED communities has not yet been finalized. However, we anticipate that
at a minimum our efforts will result in the development of a
common intake and assessment process and a uniform assessment
form as well as a cross program informed consent mechanism,
standard service definitions and simplified reporting requirements.
The SEED process has had a variety of positive side effects,
especially in terms of creating local commitment to the effort.
Many proposals indicated that their county would implement its
long term care plan whether or not it was selected as a SEED
community. A number of counties who for various reasons did not
elect to submit a SEED proposal did contact us to share their
progress and interest in the development of a long term care
system.
There was also a significant amount of cooperative spirit
reported. One agency reasoned that, because funding was not
involved, the traditional "turf" problems that often arise when
programs compete for funding, was not a barrier. In some cases,
it was reported that it was the first time these key players had
gotten together to do broad based planning. In many instances,
SEED communities also commented that the timing was right in
that the SEED concept assisted local planning efforts to take a
much desired step forward.
And finally, in anticipation of the role local LTC review committees were to play in reviewing SEED proposals, the Department
was able to encourage fuller participation of counties in the
designation of these committees (a total of 47 of 58 counties
now have active local LTC review committees in place).
On a slightly different level, the process helped define the
potential role of a local lead agency. The majority of identified SEED lead agencies were Area Agencies on Aging. However,
the fact that a few were not indicates that other entities can
serve to facilitate cooperation between providers. Such situations lend to the conclusion that there are various approaches
to the development of LTC and that there must be enough flexibility built into the system to enable individual communities to
select the approach that works best for them.
2.

LTC System Development Evaluation

Evaluating the various SEED models will be part of the
Department's larger evaluation of LTC system building activities. To assist the Department in this effort, an RFP for an
evaluation consultant was issued in mid-September. The Andrus
Gerontology Center, University of Southern California, was
14

selected in December 1986, and will initiate implementation of
the evaluation in July 1987.
The evaluation will explore the many facets of local LTC
community system building. For example, it will include such
areas as:
•

To what degree, within existing resources, can systems be
facilitated through encouraging:
local definition of community/service areas;
local identification of a lead agency and its roles
and responsibilities;
local definition of the roles and responsibilities of
other agencies and organizational relationships;
local identification of state (and federal) program
policies which may present significant barriers to
system development.

•

For programs operating as an integrated part of a system:
Are there savings and/or economies of scale?
Are organizational resources used differently?
what are the differences?

If so,

What responsibilities are shared, coordinated or
consolidated?
What service delivery gaps are filled?
What areas of duplication are eliminated?
What are the organizational relationships among
programs?
How are decisions affecting multiple programs made?
Progress in this evaluation effort will be a major focus of the
Department's 1987 Report to the Legislature.
3.

Integration

The Department continued to investigate all of its existing
resources for potential integration of services. This was done
from the perspective that while persons "atf risk" need specialized and sometimes more intensive services, a balance must be
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struck between this rore vulnerable group and the large number
who are not at risk.
Major departmentwide activities directed towards integration
included the following:
Area Agency Area Plan Guidance/State Plan
The Older Americans Act requires the state units on aging to
submit a state plan that reflects local Area Agency plans on
aging. The Department opted for a four-year planning cycle in
1984. Each year the Department issues an "Area Plan Guidance"
which guides Area Agencies in updating their 1985-1989 plans.
The FY 1986-87 Area Plan Guidance asked Area Agencies to respond
to several new program initiatives such as the 1984 OAA amendments emphasizing development of Alzheimer's services; case
management activities, elder abuse projects: and services for
institutionalized elderly. In addition, the Department encouraged more focused attention on local efforts to facilitate
coordination of their overall LTC activities.
The development of the SEED Project played a dominant role this
past year but other LTC activities spearheaded by various Area
Agencies included:
•

facilitating the development of, or providing ongoing
assistance to MSSP, Linkages and ADHC programs:

•

establishing a temporary emergency shelter for dependent
and abused elders (including counseling and legal
services);

•

creating a Long Term Care Division within an AAA to oversee
the development of a variety of LTC services under its
jurisdiction;

•

establishing a campaign to create new awareness of and
involvement in the problems and concerns expressed by
families of Alzheimer's disease patients:

•

encouraging expansion of home-delivered meals program in
conjunction with long term care system growth:

•

providing staff support to long term care system planning
activities related to a countywide capitated health and LTC
insurance plan;

1 This balance will be an important consideration in the reauthorization of the Older Americans Act (OAA).
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•

creating an interagency referral/reporting system to identify potential LTC program clients;

•

assisting in plans for a low income (SSI) residential life
care complex for the elderly;

•

conducting training for home health aids in isolated rural
areas; and

•

providing start up funding for a volunteer-based in-home
respite program.

Intrastate Funding Formula Project
In response to mandates included in SB 787 (Chapter 1589,
statutes of 1985), the Department conducted a review of the
Intrastate Funding Formula (IFF) for the allocation of state and
federal funds provided for programs under Title III of the
federal Older Americans Act to the Area Agencies on Aging.
In order to meet both the intent and the specific requirements
included in SB 787, the Department conducted a review of the
formula in consultation with the California Commission on Aging,
the Triple A Council of California (TACC), the California
Association of Area Agencies on Aging and representatives of
provider groups; conducted seven public hearings to gather
public input relative to the alternative funding formula models
and finally provided the Legislature with a report containing
detailed and extensive information on various alternative recommendations.
Intrastate Funding Formulas reflect a State commitment to
different population groups and to different manifestations of
social and economic need. California's current formula includes
factors that allocate funds on the basis of age 75+, persons
living alone, and the non-English speaking population, and
therefore represents a strong commitment to the needs of the
frail and vulnerable.
By studying the alternative options offered by the IFF review
committee, the Department could conceivably provide a strong
sense of commitment to the development of a long term care
system at the local level. As an example, one of the options
offered by the Report to the Legislature includes a so called
"Long Term Care" IFF model. This alternative model includes a
new factor called "personal care dependency" which accounts for
an estimated population of frail elderly who have difficulty
with performing activities of daily living.
overall, any of the alternatives offered reflects a sense of
direction towards the provision of LTC services. This is
extremely important in furthering Area Agency on Aging efforts
in developing local LTC services. Final decision on which will
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ultimately be selected rests with the Legislature as established
by SB 787 (Chapter 1589, Statutes of 1984).
Issuance of One-Time Only (OTO) Funds
Awarding OTO Title III funded grants to local projects that
addressed home and community-based LTC was another approach used
by the Department this year as part of its overall efforts to
encourage Area Agencies to play a more active role in LTC development. OTO funds are unexpended Title III funds that are
returned to the Department for reallocation among the Area
Agencies in accordance with Section 9315 of the Welfare and
Institution Code. This process occurs in early Fall each year,
resulting in a nine-month project period (e.g., october 1, 1986
- June 30, 1987).
This year's funding awards were limited to projects which would:
a.

Build on Older Americans Act initiatives to assist integration of Title III services with the home and communitybased long term care system.

b.

Develop more extensive long term care services such as:

c.

•

Those encouraged under the SEED community Long Term
care Project and other long term care concepts;

•

Linkages and Multipurpose Senior Services Programs;
and

•

Adult Day Health Care and Alzheimer's day care and
support services.

Provide training to local boards and councils to assist
them in the performance of their responsibilities for oversight and planning of Older Americans Act community
services and long term care systems.

As a result, a vast array of innovative long term care projects
were funded. These included such activities as case management
coordination in a rugged, sparsely populated rural county;
training for hospice volunteers and Alzheimer's caregivers and
several projects related to providing assistance in developing
SEED related activities (e.g., developing a centralized client
index).
C.

IDENTIFIED TARGET POPULATION

Ideally, the system design should ensure that community service
providers know who their potential clients are and both providers and clients know who is eligible for what service. The
1986-87 Plan Guidance discussed earlier, outlined Departmental
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efforts toward continued emphasis on targeting to the most
vulnerable seniors in local Area Agency Area Plans.
At the individual program level, knowing which potential clients
are most appropriately served is often dependent on experience.
Using case management as an illustration, the new Linkages
Program is still evolving in terms of fully defining its target
population. MSSP, on the other hand, is more narrowly focused
and has developed greater specificity as to what constitutes an
appropriate client. Local MSSP sites are now more able to
target resources based on how 11 at risk" each potential client
may be (compared to past clients). For a description of
specific targeting mechanisms related to these two case management programs, please see Appendix B.
At the system level, the total number of potential LTC clients
and their level of frailty has not been documented. Recognizing
this, the Legislature has requested the Department to provide
estimates of the number of elderly, their functional levels and
any other information that would be helpful in describing the
unmet needs of this population for LTC services. The full
response to this request from the Legislature is found in
Appendix c. In general, the Department has based its estimates
of potential clients on national data and focused on those who
need the assistance of others in performing daily tasks, especially personal care and household chores, and those who appear
most at risk of institutionalization.
The estimates indicate that the number of at risk elderly in the
community is relatively small compared to the total population of
older Californians.
D.

INTEGRATED INTAKE AND ASSESSMENT

The Department also focused attention this year on the development of an integrated intake and assessment process. This is
another key characteristic of an ideal system and a first step
toward coordinated case management. Such coordination addresses
two problem areas: multiple entry and multiple assessment forms
and processes whenever clients are served by more than one
program. Ideally, an integrated method avoids duplication and
facilitates a more careful matching of client needs to available
services. It also reduces the staff time required for these
critical functions. Most importantly, however, it reduces the
time and energy demands on the client and his or her family.
We already have documentation that integrated intake can be
effective. Several sites where Linkages and MSSP coexist have
developed a coordinated intake system that has a single entry
point. In some cases, the person is screened briefly and then
referred to the appropriate program; in other cases, the questions are more extensive and actually take the place of
individual program intake procedures.
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We are pursuing this type of coordination as well as the development and use of a uniform assessment instrument as part of the
SEED Project. Still in the design process, the SEED uniform
assessment tool will most likely include common core data with
provisions for additional program-specific items as needed.
The majority of the SEED proposals reflected great interest and
local commitment to exploring how the intake and assessment
functions can best be integrated in their local communities. As
stated previously, issues related to incorporating the DSS IHSS
equity assessment instrument will definitely be a part of this
process. It is hoped that after testing by the SEED communities,
the assessment instrument can be distributed for use in the
Department's LTC programs statewide. Additionally, it would
then be available for use in other programs.
E.

COORDINATED CASE MANAGEMENT

Coordinated case management is also viewed as a key characteristic of an ideal LTC system. Because case management helps to
identify a client's needs for health and social services and also
brings to bear whatever resources are available to address these
needs, it can be a primary factor in promoting both development
and ongoing coordination between programs.
The SEED proposals reported that this is often the case in rural
isolated areas. When services are scarce, a case management
program can readily document service gaps as well as advocate ·for
new services to fill those gaps.
This is not always the case, however, in areas that have a
variety of services in place. Urban SEED proposals reported
that a frail "urbanite" may be assessed several times by
different case managers representing different services. Most
SEED proposals from such areas stated that choosing a lead
agency like Linkages or MSSP as the primary case manager is
essential to overcome or lessen this problem. They also
expressed a need to explore closer coordination between
Department LTC programs and the IHSS program. SEED communities
expressed particular interest in this aspect since DSS IHSS
assistance is viewed as a primary consideration for many LTC
clients. As a part of this process, SEEDs will test the extent
to which the IHSS equity assessment instrument can best be
incorporated in a uniform LTC assessment tool.
The Department recognizes that there exists a variety of local
approaches to case management - some of which have been developed
independent of State funding or program guidelines. The SEED
Project encompasses one such "independent" program, and will
coordinate, whenever possible, with the others so that the
evaluation is as broad-based as possible.
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F.

COMPATIBLE MANAGEMENT INFORMATION SYSTEMS (MIS) AND CLIENT
TRACKING

1.

Program Level

This year, refinements occurred in both the Title III and LTC
Division Management Information Systems. The basic distinction
between Title III and the LTC programs is that Title III programs respond to Federal Older Americans Act reporting requirements and have not collected information on individual clients
served, whereas the LTC programs do gather specific information
on each client.
TITLE III
To encourage increased development of a continuum of services
and to better capture Title III LTC activities at the local
level, the Department worked with Area Agencies to revise the
OAA Title III MIS. For the most part, new service categories
were added such as social day care, personal care, case management and hospice.
ADHC
The MIS developed for ADHC by the DHS' Data Processing Branch is
nearly completed. The system which will be housed in the Health
and Welfare Agency's Data Center is now being pretested and will
be operational in early 1987. Once operational, reports will be
generated monthly and provide the program with data on client
demographics, use of ADHC services, and fiscal information
(including cost of services).
ADCRC
The Department worked with its consultant at the University of
California, San Francisco, in developing an ADCRC data system.
It is designed to be consistent with other data collection
systems and includes client demographics, service needs and
program status information. Data collection will soon be
transferred to the Department and incorporated into our overall
evaluation efforts.
Linkages
Linkages MIS was built on data items in the existing MSSP MIS.
It includes client information (e.g., demographics, psychosocial and health assessment data and discharge data) as well as
program status information (e.g., services arranged, cost data,
etc.). A personal computer (PC) is used at each site, with
transfer of data to the State on disk. This process has provided a simple workable mechanism useful for analysis at both
local and state levels. It has demonstrated the value of such
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an approach and helped to justify the MSSP transition to a
similar system described below.
MSSP
Redesign and reorganization of the MSSP computer system and
support contracts were implemented. This system is designed to
accommodate reporting requirements outlined in federal regulations. The Department phased out the existing mainframe-based
computer system housed at the Teale Data Center. Local MSSP
sites now use a new PC system similar to that used in the
Linkages Program. While MSSP collects information on a more
select, frailer population, data items are comparable to that
collected for Linkages. This allows for interface between the
two programs as well as providing a broader base for future
planning. All program data is now retained at the Health and
Welfare Data center.
2.

System Level

At the system level, a more uniform way to collect data and track
clients through the system is being pursued as part of the SEED
Project. Many different approaches were offered in SEED
proposals (e.g., a passport or a computerized index). All of
these communities were concerned about the balance between overtaxing a frail client with repeated questions and the need to
maintain that client's confidentiality when such information is
shared among programs.
These issues will be addressed in developing the reporting
mechanisms and evaluation of SEED communities. Again, this
allows for testing before making any permanent changes to
program MISs as a whole.
6.

SUPPORTIVE FUNDING MECHANISMS

Recognizing that the availability of supportive funding mechanisms is another key characteristic in an ideal system of home
and community-based services, the Department focused on several
LTC funding issues this year. Traditionally, categorical
funding has often been perceived as a barrier to integrating
service delivery. This was voiced repeatedly in the SEED proposals, both in terms of narrowly defined financial eligibility
and the prescribed use of funds. In a crisis, such funding
barriers become most apparent, especially if a client's needs
are unique andjor the client is not financially eligible for the
services that are needed.
To assist in such a situation, both the MSSP and Linkages were
designed to have some discretionary money to meet special needs
that cannot otherwise be provided. Experience has shown that
these funds are usually used as a gap filler until formal
services can be put in place and, at times, even serve as a
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catalyst to nurture the development or the expansion of critical
services that clients need on an ongoing basis (See Appendix E,
Linkages Program Interim Report).
In a more global sense, greater funding flexibility and use of
Title III funds have been shown to enhance the ability of
communities to initiate system building activities. In many
cases, Title III One-Time-Only funds provided a much needed
catalyst, e.g., to hire a consultant to design a countywide
computerized client index or to assist local providers in a
joint needs assessment.
In areas where system building was already underway, the local
SEED proposals spoke specifically to how they have dealt with
funding for these efforts. The experiences contrast greatly.
In one community, the development of interagency agreements,
coordinated referral, assessment and case management mechanisms
were all done with minimum resources under the auspices of the
Area Agency. Although all entities involved were extremely
proud of their effort, due to a lack of ongoing funding the
project could not be sustained. In several other counties, such
LTC efforts have been meeting with more success in that their
local county government has assumed responsibility for
sustaining such activity.
Another county is taking a much more complex approach to system
development. It has received a foundation grant to explore the
feasibility of establishing a countywide health maintenance
organization (HMO) for the elderly. Much time and energy is now
being spent in designing and refining this HMO concept.
We will consider these different strategies in the overall
LTC evaluation, particularly in terms of identifying what works
and why.
H.

DEPARTMENTAL LONG TERM CARE RELATED PROGRAMS AND ACTIVITIES

Each of the following programs and activities make a unique
contribution to the development of a continuum of LTC services.
Individual and cross program accomplishments this past year were
focused on developing and enhancing programs to serve the needs
of vulnerable clients.
1.

Older Americans Act Funded Programs

•

Congregate Meals Program (Title III-Cl)

Congregate meals are viewed as a major component in any comprehensive array of services to help the elderly remain independent. This is not only true from a nutritional perspective but
also from the perspective that the program provides socialization for participants. currently the program utilizes over
1,000 meal sites. Some 47 percent of the persons served are 6523

74 years old and nearly 34 percent are 75+. The substantial
number of 75+ participants may be in part, attributed to the fact
that there are 41 nutrition sites located in day care centers,
including ADHC. This number appears to be increasing steadily.
Because of this trend, the Department has begun to explore both
the feasibility of congregate meal providers providing individual therapeutic diets and making congregate meals available to a
broader range of LTC sites.
•

Home-Delivered Meals Program (Title III-C2)

Home-delivered meals are viewed as one of the most significant
services to sustain the at risk, very old population in the
community. This is especially true for the rural elderly.
Home-delivered meals also provide a unique opportunity for
determining the need for referrals to the larger system of
services for this vulnerable population.
The Home-Delivered Meals Program provided nearly 56,000
California seniors with approximately 6.3 million meals from
January through November 1986. over the last four years, more
persons age 75 or older are participating in the program.
This past year, the program identified several related LTC
issues to be further addressed. These included the need to:
(1) develop a workable nutrition assessment for the homebound;
(2) expand the capability of providers to provide therapeutic
and modified diets, and to provide nutrition counseling training
for caregivers: (3) develop additional criteria for determining
priority needs for service and waiting lists: and (4) develop
closer integration of home-delivered meals and nutrition
services with other LTC programs (e.g., strengthen their role as
entry point into the system for other needed services).
•

Senior Community Services Employment Program (Title V}

As part of its overall system enhancement efforts, the
Department encouraged Title v participants to be given training
opportunities in LTC organizations whenever possible, e.g.,
working with Linkages programs, in ADHC centers or with emergency
alert response systems (Lifeline Programs}. This year, the
Department also began developing new approaches for using Title V
participants to increase the number of low income seniors hired
by the LTC organizations.
•

Long Term Care Ombudsman Program (Title III-B)

The ideal LTC system encompasses those who reside in LTC facilities. The Department is vitally concerned with the quality of
care given to residents in these facilities. The Department's
Office of the state Long Term care Ombudsman is a crucial link
in this respect, ensuring such care through a variety of new and
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ongoing mechanisms. This year the Office of the State Long Term
Care Ombudsman established and gave broad publicity to a 24-hour
toll-free telephone CRISISline. Its purpose is to provide residents, their family or friends, or long term care facility staff
access to Ombudsman services and make referrals to other appropriate agencies which may be involved in long term care issues.
The Office provided training for local Ombudsman coordinators,
new and ongoing volunteers as well as many other interested
individuals including Department of Aging staff, Area Agencies
on Aging representatives, long term care facility representatives and staff of the departments of Health and Social
Services. A variety of community educational programs were also
provided throughout the year.
In addition, local Ombudsman developed resident councils in new
facilities to assist in identifying problems and recommending
solutions to administrators. They also investigated approximately 6,300 complaints in local residential facilities. The
program responded to a number of referrals from Adult Day Health
Care programs if their staffs suspected that participants were
victims of elder abuse.
This last activity is related to a new and larger effort. The
Ombudsman is now responsible by law for receiving and investigating all reports of abuse alleged to have occurred in long
term care facilities including community care homes. New policies and procedures to comply with the new abuse reporting
requirements and the resulting interaction with local adult
protective services and law enforcement agencies are now being
finalized.
•

Area Agency on Aging Supportive Services (Title III-B)

It is important that, while developing services to respond to
the needs of frail clients, such services are blended into the
larger system to ensure the development of a true continuum of
care. Traditional ongoing Aging Network programs such as information and referral, transportation, congregate and home-delivered means, and legal aid often serve two functions. They
provide direct services to enable vulnerable older persons to
remain independent, and in addition, they can also serve as a
gatekeeper, assisting their more frail clients to access any LTC
services they may need.
This year Area Agencies on Aging
continued to target OAA funds to develop or maintain a vast
array of supportive services to fulfill both of these roles.
2.

Other State and/or Federally Funded Programs

e

Adult Day Health Care (ADHC)

The ADHC program is another pivotal component in a continuum of
care. Its package of health, therapeutic and social services
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is designed specifically to assist frail elderly and younger
functionally impaired adults avoid premature or unnecessary
placement in a nursing home. Just as importantly, the centers
also serve as respite to family caregivers. A total of 52
centers provided services to approximately 2,500 participants
this past year (this reflects total enrollment as of December
1986).
since centers are required to provide at least one meal each day
to participants, as well as to provide nutrition information to
those participants and their families who appear in need of
nutrition counseling, many ADHC centers have developed close
ties with local Area Agency nutrition sites. Agreements have
been put in place for both the provision of meals and nutrition
information to ADHC participants at their local community ADHC
center.
Since the ADHC Program has submitted a Report to the Legislature
under separate cover, as required by Chapter 1600, Statutes of
1984, only highlights of this year's activities are listed here.
These include a substantial Medi-Cal reimbursement rate increase
to ADHC centers, and an agreement between the Department of
Health Services and the Department of Aging to allow ADHC MediCal beneficiaries to be enrolled in both a prepaid health plan
and an ADHC center simultaneously.
The Department is also completing review and revision of ADHC
regulations in consultation with DHS licensing staff and
provider associations.
In terms of program development, eight new ADHC centers were
licensed and SB 431 (Chapter 1305, Statutes of 1985) was implemented with $1.2 million awarded (34 grants) to organizations
statewide. over 40 percent of these awards went to projects in
rural areas.
A preview of future activities includes implementation of the
new regulations and of Chapter 1218, Statutes of 1986 ($800,000
in start-up and supplemental grants); development of a revised
ADHC cost report; guidelines to centers on a uniform accounting
system; and licensure of at least 10 new centers.
•

Alzheimer's Day care Resource center (ADCRC) Program

ADCRCs are viewed as another important service in the continuum
of care in that these centers provide care for victims of
Alzheimer's disease who are often unable to be served in other
existing programs. The program was developed as a three-year
demonstration project to help determine the complement of
services and staff that can best serve the needs of individuals
with Alzheimer's disease or other related disorders. This year
the 10 ADCRC centers served approximately 525 clients and their

26

families through patient day care, caregiver support and respite, and education/training activities.
The major program accomplishment this past year was that start
up activities were completed and all centers are now fully
operational. Three centers had been delayed for several months
because of needed site renovation as specified as part of their
grant. Program evaluation was initiated in conjunction with the
Institute for Health and Aging, University of California at
San Francisco. Preliminary findings provide a qualitative
analysis of the 10 ADCRCs; e.g., the centers are serving clients
with moderate to severe impairments; many of whom are between
80-89 years of age with nearly half defined as low income individuals. A more indepth report is provided in Appendix D.
•

State Alzheimer's Disease Task Force

The Department's Task Force continued to fulfill its three-year
mandate (Chapter 1599, Statutes of 1984) to delineate the
problems faced by Alzheimer's disease victims and their families
and to provide guidance to the Department on program needs and
priorities. Earlier this year the Task Force developed working
papers for the Department related to legal, financial, research
and care giving issues based on public hearings held in November
1985, and their 1986 symposia. In conjunction with the
Department, the Task Force also convened a statewide conference
in May 1986, which examined the state of the art in research and
care, explored the progress of newly established programs and
services and sought input on future needs for legislation and
program development.
Based on the public meetings, symposia and conference proceedings, the Task Force drafted a report to the Director
encompassing a number of program options and issues for further
exploration.
A related training and education mandate will be a major thrust
during 1987. While there has been a surge of training
materials, workshops, etc., developed in the past two years,
families and hands-on staff continue to need training related to
behavioral changes, and specific day-to-day management techniques for Alzheimer's patients. To this end, the Task Force
will identify model media and training resources and gaps for
further resource development.
•

Linkages

Linkages sites link clients to available local services. This
case management is provided to a broader, less frail population
than those served in MSSP. Linkages clients may be 18 years or
older, and may or may not be eligible for Medi-Cal. They must,
however, be at risk of institutionalization from the perspective
that, without Linkages intervention, their condition could dete27

riorate to the point of needing skilled nursing care. As such,
Linkages fills a vital service gap in the continuum of care.
Beginning in May 1986, all 13 Linkages sites were recruiting and
accepting clients. From July through December 1986 approximately 7,000 clients were served.
The program's 1986 activities are outlined briefly below; a more
substantial program report is found in Appendix E.
Building on initial directives, local sites have begun to
explore ways to improve delivery of services (e.g., developing
coordinated intake or joint care planning with other case
management programs). As a part of this process, periodic joint
meetings with MSSP site directors have been instituted to
discuss common issues and coordination mechanisms.
The program is also working to better identify eligible clients,
i.e., the cap on the number of Medi-Cal vs. non-Medi-Cal clients
to be served has been removed.
Because the original legislation provided broad guidance, the Department continues to watch
this new program closely to ensure that policies and procedures
are as sensitive as possible to client needs.
•

Multipurpose Senior Services Program (MSSP)

Functioning under the provisions of a federal Home and community-based LTC Waiver, MSSP has assumed an important place in the
continuum of services by providing case management services to
the most frail low income elderly in the community. Persons
served must be Medi-Cal eligible, at least 65 years of age and
certifiable for nursing home care. During 1986, the 22 MSSP
sites provided health/social case management to approximately
6,000 individuals.
Only major program accomplishments are listed here since a full
MSSP Report to the Legislature is being submitted by the
Department under separate cover.
During 1986, program activities included the start up of four
new sites and replacement of one MSSP site contractor in East
Los Angeles, phase out of the Fourphase computer system and
start up of a new MIS which is more economical and provides
greater local site control; and a one-year extension of the
three-year MSSP 1915(c) federal Home and Community-based waiver
through June 1987. Submission of a new waiver to extend the
program for an additional three years and to expand services to
a larger population is pending.
•

Community Care Facilities for the Elderly Project (CCFE)

Concern as to how to best address long term care services for
clients who reside in community care facilities is being
explored through the Department's CCFE demonstration project.
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This three-year project which began in 1985, utilizes staff from
two MSSP sites to provide case management and personal care
assistance to frail seniors in several local residential care
facilities. This year project staff focused on working with
Community Care Licensing to waive the usual requirement which
would not allow a person with this level of frailty to remain in
a residential care facility. Project staff also worked to
develop relationships with facility staff, integrating activities wherever possible. A full evaluation of this project is
scheduled to be submitted in June 1988.
•

Respite Registry and Referral

The commitment to increasing services for the frail elderly
continues with the recent passage of two related respite bills,
SB 173 (Mello, Chapter 446, Statutes of 1986) and AB 2391
(Filante, Chapter 1349, Statutes of 1986). These bills establish projects to bring together available services and caregivers who are in need of respite. The projects are expected to
gather information to give us a better, statewide picture of the
availability of both in-home and out-of-home respite services,
as well as the costs that may be involved. Future activities
include development of program policies and procedures, and the
selection of five sites to set up respite registries and five
sites to provide respite care referrals (could be colocated).
Program start up is targeted for April 1987.
•

Senior Companion Program

The Senior Companion Program is a voluntary peer support
service. It is part of a nationwide federal ACTION program that
is supplemented with State funds. This past year, Senior
Companion projects provided one-on-one counseling and advocacy
to approximately 300 frail elderly persons. An additional
appropriation this year made it possible to expand the program
to include one supplemental position for each of the four
existing State funded projects and establishment of two new
project sites. In the coming year, the Department will continue
efforts to improve emphasis on providing assistance to frail
elderly in home settings.
•

Health Insurance Counseling and Advocacy Program (HICAP)

Since coping with health insurance is so much a part of the
provision of health services to seniors, the HICAP program is
viewed as an integral component of the Department's system
building efforts. This year local HICAP programs assisted some
45,000 clients providing counseling, education andjor legal
services related to Medicare and other health insurance plans.
The agencies also trained over 250 community volunteer counselors in areas of LTC insurance and made numerous presentations to
local community agencies and organizations. At the State level,
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the program provided ongoing consultation to the Department of
Insurance on relevant LTC insurance issues. In response to the
Governor's most recent initiative, which recognizes the need for
HICAP to assist seniors to be knowledgeable about insurance
issues, the program has begun to gear up for expansion to serve
clients statewide.
•

Senior Citizen Shared Housing Program (SCSHP)

Given that housing alternatives are crucial to a person's ability to remain in the community, the Department has continued to
work closely with the Department of Housing and Community
Development (DHCD) in the joint administration of the Senior
Citizen Shared Housing Program (SCSHP) which began in 1984. The
departments work together to review new proposals, select
successful applicants, and provide ongoing coordination among
the programs and information sharing across the State.
Major accomplishments related to LTC services include establishing over 2,500 shared living arrangements during 1985-86;
and conducting shared housing training seminars throughout the
year to provide technical assistance to existing and potential
shared housing service providers. SB 26 was enacted last Fall
and makes technical changes to the SCSHP including an emphasis
on the special needs of the frail elderly.
The two departments also began development of a new shared
housing emergency response team to assist displaced elderly
residents to find temporary housing.
3.

Special Activities

In addition to ongoing programs, the Departm$nt also undertook a
variety of special activities related to LTC services during the
year. These included:
•

Provided eight statewide mental health training workshops
for nursing home staff based on curriculum and materials
originally developed as part of the Governor's Seniors'
Initiative. The workshops were held to train staff developers and others who provide training for staff in skilled
nursing facilities. A comprehensive guide for inservice
training related to the emotional and mental health needs
of nursing home residents was included.

•

Cosponsored "Vintage Mental Health: More for the Senior",
in coordination with the Department of Mental Health, the
Solano-Napa AAA and Napa State Hospital. This intensive
two-day conference was held for caregivers, service
providers and mental health professionals in November 1986.
over 300 persons attended.
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•

Initiated development of a survey to gather information
about the unmet transportation needs of older disabled
persons since assistance with transportation is a fundamental need of LTC clients. This survey is required by AB
58 and will be coordinated with the Department of
Transportation. An action plan will then be proposed to
encourage coordination of transportation services with
other social service programs during 1987.

•

Assisted DDS with its pilot projects (East Los Angeles, and
Napa, Solano, and Sonoma) to improve the accessibility of
services for older Californians with developmental service
needs. Working with Area Agencies and Regional Centers who
are facilitating this integration, a total of 100 project
clients have been integrated into day services, senior
tours, In-Home Supportive Services, congregate meals and
provided legal services.

•

Conducted a pilot project to evaluate the nutritional needs
and services provided for homebound older persons being
served by OAA Title III Home-Delivered Meals andjor MSSP
programs in San Bernardino County. Project results showed
that many participants needed greater assistance with
therapeutic dietary needs while some needed assistance with
planning to meet basic nutritional needs. This data is now
being used in developing future policy direction for the
home-delivered meals program.

•

Initiated mechanisms to foster better coordination between
the Department's programs and the California Alliance of
Information and Referral Service (CAIRS); e.g., joint development and dissemination of a list of all senior Information and Referral (I&R) programs in California and joint
training to enhance I&R providers' knowledge of available
LTC resources.

•

Worked with the Alzheimer's disease Interdepartmental
Committee, convening two joint meetings in June (North and
South) which combined staff from Alzheimer's Day Care
Resource Centers, Regional Resource Centers, Diagnostic and
Treatment Centers, and Linkages programs. These joint
meetings provided specific training on client-related
issues such as coping with behavioral problems and also
enabled local programs to interact on other common areas of
concern.
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IV.

The SEED Community LTC Project will remain a primary focus for
the Department's future activities. Beginning on July 1, 1987,
the local SEED communities will test program flexibilities and
modifications to see how such strategies can help improve access
to care. Several major flexibilities will be of particular
interest such as the use of an integrated intake and assessment
process and a uniform assessment instrument. Incorporating the
DSS IHSS equity assessment tool should provide a basis for
better integration between local IHSS and LTC programs. The
Department's LTC evaluation will also be implemented for the
period July 1, 1987 through June 30, 1988. It will assist in
interpreting the SEED experience as part of its overall task to
provide guidance for future system development activity.
During 1987 the Department will also continue to expand much
needed services, i.e., the Health Insurance Counseling and
Advocacy Program (HICAP) is planned to become statewide; ADHC
will enter another funding cycle to award center start up and
supplemental grants; and the new Respite Care and Registry
Projects will be implemented.
In addition, the progress of several new legislative proposals
that enhance senior services will be watched closely. one
proposal would extend the Linkages Program for an additional 18
months and another removes the sunset clause for ADCRCs. There
is also language to permanently transfer the ADHC Program to the
Department. In addition, an optional check off for California
taxpayers to target tax refund monies to Alzheimer's disease
research and care has been proposed. Yet another would provide
a tax deduction for respite care provided by family caregivers.
In conclusion, the Department of Aging will continue to take a
proactive stance in encouraging the development of a continuum
of health and social services that truly assist LTC clients
to remain as independent as possible. And, just as importantly,
to design the service delivery system so that it enhances and
supports the crucial role that families and other informal
caregivers play in maintaining that independence.
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Appendix A-1.

Requested SEED Project Flexibilities

Criteria
Potential program flexibilities associated with local SEED
projects have been reviewed and selected based on the
following criteria:
Short range and feasible within SEED time frame (i.e., July
1987 - June 1988);
Under jurisdiction of Department of Aging to provide
flexibilities; and
Significant to community development of a LTC system.
Proposed Program Flexibilities
•

Develop a common intake and assessment process.

•

Implement a uniform assessment instrument.

•

Coordinate program case management activities as much as is
feasible.

•

Develop a glossary of common service definitions and units
of service for LTC and OAA Title III programs.

•

Combine and reduce program reporting requirements to the
extent feasible.

•

Develop a discretionary statement (informed consent) to
ensure confidentiality of client information across
programs.

•

Ease Department of Aging program requirements that appear
restrictive to allow for more local flexibility.

•

Encourage more targeting of program activities toward frail
elderly.

•

Coordinate training programs.

•

Work toward resolution of unique rural problems.

2

•

Collaborate with the Department of Social Services to
improve local community coordination between IHSS and
Department of Aging programs.

•

Collaborate with the Department of Health Services to
increase coordination with the Preadmission Screening
Program.
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Appendix A-2.

SEED Communities-LTC Development Efforts

The following is an excerpt from an initial State/local workgroup meeting in which the new SEED communities were asked to
make a presentation on development of local services. The
presentations responded to the following areas of common
interest.
•
•
•
•
•

Community entry into LTC activities
Obstacles encountered in the process
current motivating forces to undertake a SEED Project
Factors having the greatest influence in their local
development
Factors inhibiting development

While each Community had unique aspects there was considerable
commonality among the responses. The history of developmental
activities was often divided and defined as pre 1980 and post
1980. The designation of Area Agencies on Aging and the implementation of individual LTC programs; e.g., ADHC, MSSP and LTC
Ombudsman, were extremely important factors. Events surrounding
the introduction and passage of the LTC Reform Act in 1982, were
reported to have raised the level of community awareness of the
need to address LTC in most communities. The value of the
Department of Aging's various efforts including provisions of
the services of a LTC consultant to provide both training and
technical assistance to individual communities was also noted.
The formation of local community LTC committees and advisory
task forces, and interagency or provider committees, and the
involvement of Boards of Supervisors in the developmental
process were typically recounted as valuable activities. Some
communities benefited from special research or limited demonstration programs; e.g., SCAN in Long Beach, and On Lok and Mt.
Zion in San Francisco. The impetus given by the Governor's
Seniors• Initiative in 1984, the introduction of the Linkages
and Alzheimer's Day Care Resource Centers programs and the
expansion of ADHC and MSSP were often cited for their significant contribution. In some instances, the SEED Request For
Proposal process provided a catalyst to document and focus the
plans and energy of a number of communities in their LTC development efforts.
Some communities noted that local organizational restructuring
had been undertaken to provide more movement toward their system
development.
4

Some communities reported on efforts to inform and educate
public and private sector organizations and individual members
of the community through targeted presentations and development
and dissemination of handouts regarding LTC programs. The
use of several different strategies for mobilizing the many
interested groups and decision makers within a community were
discussed.
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APPENDIX A-3

SEED PROJECT: INFORMATIONAL MATRIX

GEOGRAPHIC LOCATION
COUNTY
NORTH
TYPE I
SAN BENITO
TULARE

X
X

TYPE II
RIVERSIDE
SANTACRUZ
STANISLAUS

X
X

SOUTH

COUNTY

H&CBLTC PROGRAMS IN COMMUNITY
ADHC

ADCRC

X

X

X
DSS
DSS

X
X

X
X

X
X

DCSCS

X
X
X
X

X
X

X
X
DH

SPECIAL RELATIONSHIP
WITH AAA 41
LINKAGES
MSSP
IHSS

POPULATION
DENSITY
LOW MEDIUM HIGH

X

X

X
X

X

X
X
X
X

X

X
X
X

X

1. Not funded through the State Linkages Program.
2. Four sub-areas are participating (Glendale, Long Beach, So. L.A.,
and East L.A .); service availability varies within each of these areas.
3. Close organizational relationship between Linkages and IHSS.
4. Host Agency relationship between AAA and Linkages or MSSP .

NOTE:

See attached glossary for the above matrix.
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X
X

X
X

X
X
X

X
X
X

X
X

X
X

X (1)

X
X
X

X
X
X
X (3)
X
X (3}

X
X
X
X
X
X

TOTAL
COUNTY AS ONE TIME
POPULATION
SERVICE
ONLY
IN THOUSANDS}
AREA
FUNDS

X
X

TYPE Ill
ALAMEDA
HUMBOLDT
LOS ANGELES (2l
MONTEREY
SAN FRANCISCO
SAN MATEO

OTHER
LINKAGES CASE MGT

X

TYPE I
SAN BENITO
TULARE
TYPE II
RIVERSIDE
SANTACRUZ
STANISLAUS

MSSP

X

X

TYPE Ill
ALAMEDA
HUMBOLDT
LOS ANGELES (2)
MONTEREY
SAN FRANCISCO
SAN MATEO

LEAD AGENCY
A AA
OTHER
GOVT NPO
GOVT

25
246

ALL
ALL

34

188
266

PART
ALL
ALL

1105
109
820
290
679
587

ALL
ALL
PART
ALL
ALL
ALL

X

X

X

Glossary for the SEED Matrix

SEED Community Type
I
II
III

Beginning stages of program development
Several key LTC programs available
An array of LTC programs and services
available

Lead Agency
AAA

Govt.
NPO
Other Govt.

Lead Agency is Area Agency on Aging
AAA is a governmental entity
AAA is a private, nonprofit entity
Lead agency is Department of social Services,
Department of Community and Senior Citizens
Services (DCSCS) or Health Department (DH)

Home and Community-based, Long Term care Programs
ADCRC
ADHC
MSSP
Linkages
Other case
mgt.
IHSS

Alzheimer's Day Care Resource Centers
Adult Day Health Care
Multipurpose Senior Services Program
Linkages Program
Program funded via Title I I I and/or local health
or welfare department
In-Home supportive services
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SEED COMMUNITY LTC PROJECT:
Designated SEED communities with overlay of
Aging H&CBLTC Programs, December, 1986

IIUI'IOU

-

~ = SEED Communities

• = Adult

Day Health Care (ADHC)
centers

e = Linkages. sites

•=

~=

Multipurpose Senior Services
Program (MSSP) sites
Alzheimer•s Disease Day Care/
Resource Centers (ADCRC)

0 = Developing sites; not yet
[]
operational

0

No. of Sites:

ADHCs
Linkages

52
13

MSSPs

22

AOCRCs

10
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APPENDIX B
TARGETING MECHANISMS FOR CASE MANAGEMENT

INTRODUCTION
As part of the Department of Aging's efforts to ensure clients
access to a coordinated system of LTC services, a variety of
targeting mechanisms to reach potential clients are utilized.
In response to the Legislature's interest in targeting for case
management, this report focuses on how the Linkages program and
the MSSP determine which clients would benefit most from case
management services. It also briefly discusses Older Americans
Act Title III funded case management programs and the Department
of Health Services' Preadmission Screening Program (PAS).
TARGETING STRATEGIES
Presumptive Targeting
Targeting strategies in case management programs appear to be
dependent on program experience. For newer programs it is
almost an intuitive approach, that is, determining which clients
would benefit most from service is "presumed" to be known.
Since there is no quantifiable evaluation to show the program's
specific impact on clients, eligibility criteria are built on
the experience of past programs or pilot projects.
Stochastic Targeting
At the other end of the spectrum is stochastic targeting in
which the relationship between program outcomes and those who
can most benefit from the program has been documented over
time. As a result, determining which clients would be most
appropriate can be expressed in terms of probability, i.e., if a
potential client has (x) number of health and social problems,
then that client will probably be at (lowjmediumjhigh) risk of
losing his or her independence.
EXAMPLES OF TARGETING
Linkages Program
The new Linkages Program uses presumptive targeting. However,
it is not a static process. For instance, the initial limit on
the number of younger, functionally impaired persons who could
1

be served (25% of the total caseload) has been removed to
provide greater flexibility and determination at the local level
in the provision of services. A similar initial cap on the
number of non-Medi-Cal eligible clients has also been removed.
It had been initially presumed that these two constraints would
be needed to ensure a balanced delivery of services, but program
experience has shown that they created artificial waiting lists
when sites had service slots available.
Multipurpose Senior Services Program (MSSP)
MSSP reflects both presumptive and stochastic targeting strategies. The presumptive targeting stems from the Program's
federal Medicaid regulations which state that MSSP participants
must be "certified" or "certifiable" for nursing home placement.
"Certified" means that a person has actually received authorization, in the form of a Treatment Authorization Request (TAR),
from the Medi-Cal Field Office of the Department of Health
Services. "Certifiable" means that the MSSP staff have assessed
the person and concluded that he or she would be authorized for
a nursing home placement, if actually requested.
One presumption of this certification process is that a "certifiable" person would actually enter a nursing home and stay in
the nursing home for an entire year. (Actual utilization
patterns of nursing homes in California show that about 50
percent of the patients are discharged within three months.) 1
This means that each individual is presumed to benefit equally.
That is, each person will save the same number of nursing home
days, 365 days a year.
Stochastic targeting, in the case of MSSP, views the nursing
home placement process and those who actually enter a home as a
probabilistic process. Analysis has shown that even those who
are deemed "certifiable" have probabilities of entering a
nursing home in the next six months th~t range from .05 or less
to .65 or more (1.0 is a "sure thing").
This approach s~emmed from the research and demonstration phase
of the Program.
An analysis of client data resulted in an
algorithm, based on client characteristics, which estimates the
probability of a person entering a nursing home or dying in the
next six months. Related analysis has shown that those with
higher probabilities of entering nursing homes also benefit most
from MSSP (i.e., save the most nursing home days). The latest
estimate is that those who have the highest probability are
expected to have an 18-fold increase in nursing home days saved
as compared to those who hale the least probability (21.48 more
days versus 1.18 per year).
example of the computer-generated estimates is shown in the
following Figure. The bar graph represents the actual distribution of all MSSP clients from FY 1983-84 prior to the change

An
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from project to proqram status when less frail clients were
served. The arrow represents a specific individual's estimated
probability of nursinq home placement or dyinq in the next six
months.
Targeting
r1"'""
I"""

--

Predicted Risk of Entering a Nursing Home or Dying
in the next six months is

I"""

- - ~--

-

/
~---

10%

The arrow represents
an individual's estimated
risk level

r-1-'

-- r--1'-!--n -

mkrn:t High

Medium

At this time, stochastic tarqetinq is beinq tried at just two
MSSP sites to see if a client's probability of risk of nursinq
home placement (an estimate qenerated by a microcomputer) coincides with the case manaqer•s clinical judqement as to the
deqree of risk.
It is important to point out that use of the computer-aided
stochastic tarqetinq (CAST) appears to be a manaqement tool
rather than a tool for selectinq proqram clients. Uses could
include:
•

A means of establishinq priorities within caseloads by the
case manaqement team:

•

A method of "levelinq11 caseload mixes between case manaqement teams:

•

A way of reviewinq caseloads to determine who is appropriate for discharqe from the proqram to a less intensive
proqram: and

•

A means of proqram review, by both State and local proqram
manaqers, to ensure that the proqram is servinq those most
at risk.

In addition, CAST could conceivably be used in a community with
a larqe diverse population that has implemented a sinqle access
3

intake and screening process for LTC services (as in the SEED
Community LTC Project). In this context, the computer-aided
estimate of risk could assist intake staff to determine which
case management program would best serve a client's needs. The
drawback would be that the CAST estimate requires a considerable
amount of client data , approximately 100 variables, and this may
be inappropriate at the point of intake.
Older Americans Act (OAA) Title III Case Management Programs
Title III case management can be provided directly by staff
within an Area Agency on Aging or through a contract with a
local provider. In general, these programs utilize a presumptive targeting approach comparable to that used in Linkages.
However, their targeting is more focused in that they are OAA
funded and, thus, limited to serving those 60 years and older.
Similarly, Title III case management programs are not required
to have a client-specific data collection system. As a result,
they often do not have the capacity to track individual client
outcomes over time.
The Gatekeeper Program:

Preadmission Screening (PAS)

With its brief screening and assessment, PAS is not actually a
case management program. Rather, it is a screening and referral
mechanism to assist targeted, high risk persons to access
LTC services. Implemented in July 1986, the potential of
this new program is not yet known. Because only a small number
of referrals have been made, it is premature to draw conclusions
as to its effectiveness in directing clients to services. A
further look at PAS will be incorporated in both the implementation and evaluation of the Department's SEED Community LTC
Project.
COST EFFECTIVENESS OF TARGETING
It is often very difficult for human service programs to determine, in a quantifiable sense, the underlying relationship
between program outcomes and those who benefit most from these
outcomes. In essence, there are too many factors involved in
effecting a change. As a consequence, true cost effectiveness
estimates are seldom made since the "effects" are unknown. In
lieu of true estimates, process-related variables are usually
reported and then costed out (e.g., the cost per meal served).
Within the Department, the MSSP is an exception to the above in
that during its research and demonstration phase, outcomes were
identified, quantified and costed out. This evaluation took the
form of creating computer simulation models which estimated the
effects of the program along with its costs. It is from these
models that we can estimate the cost effectiveness of the CAST
approach.
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Specifically, the "benefits" in this case are increased days in
the community achieved by preventing or delaying nursing home
placements or hospital days or positively affecting longevity.
For the least at risk, during FY 1984-85, those with less than
an estimated .05 chance of entering a nursing home or dying in
the next six months, an estimated additional 1.18 days per year
were achieved. For those clients with an estimated risk greater
than .15, an estimated additional 21.48 days were achieved. As
slated in an earlier discussion, this is an 18-fold increase of
benefits by serving the most at risk.
Further discussion on different approaches to determining cost
effectiveness is provided in the 1986 MSSP Report to the
Legislature and the recent report on MSSP Site Cost Analysis,
1986.
CONCLUSION
It appears that there needs to be increased interface between
presumptive and stochastic targeting (CAST). However,
regardless of what targeting mechanisms are used, they must work
within the framework of eligibility established by individual
program legislation.
In the case of MSSP, the current federal Medicaid specifications
preclude using CAST as a strategy for more focused client
selection. In the Linkages Program, State legislation specifies
certain characteristics of the clients to be served as well as
those persons to be excluded (i.e., those certifiable for
nursing home care). These parameters cannot be changed without
changing program law.
Department policy developed within these parameters can be
adjusted, however. The Linkages experience with targeting found
that the policy initially established to help balance caseload
(percentage of Medi-Cal beneficiaries to be served vs. non-MediCal) created an unnecessary restraint and has since been
removed. Therefore, it is important to build in flexibility at
both statutory and program policy levels to adjust targeting
criteria over time. Adjustments based on program experience
would then help to ensure that the most appropriate clients are
served.

5
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APPENDIX C
ESTIMATED NUMBER OF ELDERLY AND THEIR FUNCTIONAL LEVELS

As part of our responsibility for developing a LTC system,
the Department needed to identify the number and characteristics
of those persons who potentially would be served by that system.
Because, to date, no precise estimates have been made, there is
a sense that this vulnerable population is unmanageably large.
However, as a result of the following analysis, it appears that
the number of persons who would benefit from LTC services is
more manageable then previously assumed.
It is well known that California's elderly population is growing
rapidly and will continue to increase well into the 21st
century. Most significant to this report, since they represent
a potential long term care population, is the fact that the
number of persons 75 years and older is the single fastestgrowing age group in the State.
TABLE 1
POPULATION GROWTH OF OLDER CALIFORNIANS
Age Group
65-74
75+
TOTAL

1985

% Increase

1,696,240
1,120,539
2,816,779

16
19
17

1990
1,967,807
1,329,151
3,296,958

It is in this light that the Legislature requested the
Department to provide a description of the potential "universe"
of elderly persons who may need LTC services. These estimates could then be used as a planning guide for determining
future long term care alternatives in the State. Specifically,
the Legislature asked the Department to provide: " ••• an estimate of the number of elderly in the State, their functional
levels, and any other information which enables the Legislature
to determine unmet need for community-based, long term care
services, including MSSP, Linkages, ADHC and IHSS."
Definition of Long Term Care
To begin, we sought a definition that would be useful in trying
to develop estimates of the number of elderly needing long term
care services. More specifically, we looked for one that would
2

address functional impairments. These are typically measured in
terms of dependency on other persons (vs. assistive devices) in
performing activities of daily living (ADLs), and in performing
instrumental activities of daily living (IADLs). The ability to
perform these tasks is crucial to a person's ability to remain
independent.
The following definition developed by w. G. Weissert 1 provided a
basis for our estimates since it focuses on functional ability:
The long term care population consists of all persons,
regardless of age or diagnosis, who, because of a chronic
condition, require or receive human help in personal care,
mobility, household activities, or home-administered health
care services.
It is important to point out that because the Budget language
specifies "elderly", we restricted our estimates still further
with minor exceptions to Californians 65 years of age and older.
Because the Department serves functionally impaired persons age
18 and older in such programs as ADHC and Linkages, determining
estimates for the 18-64 year old group will be the focus of a
future study.
In the definition, personal care includes the six ADLs: eating,
continence care, transferring (e.g., moving from bed to chair),
toileting, dressing and bathing. Mobility includes walking and
going outside. Household activities include certain instrumental activities of daily living (IADLs)* such as meal preparation, money management, shopping and chores, excluding yard
work. Home-administered health care services include injections, dressings, physical therapy and other health care
services.
It is also important to note that the definition is a restrictive one. It does not cover people who can function independently but benefit by human intervention of some sort (e.g.,
those who need the help of friendly visitors, telephone reassurance programs, bereavement counselors, pastors or others). It
also leaves out people who suffer from psychological impairments
or mental impairments such as Alzheimer's disease, who can still
function without physical help.
It is recognized that those with Alzheimer's disease who do not
yet have dependencies in ADLS and IADLs still need care.
*While it is accepted that ADLs consist of the six activities
specified above, there is some variation in activities defined
as IADLs across the nation. The MSSP and Linkages program
include the following as IADLs: shopping, meal preparation,
housework, laundry, transportation, use of the telephone,
administering medication, and money management.
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Estimates on the number of Californians with Alzheimer's disease
and their specific care needs is currently being addressed in a
report to the Department by the State Alzheimer's Disease Task
Force. It is important to note that the degree of overlap of
these two estimates is yet to be determined.
Approach
The optimum response to the Legislative request would be to
provide statistical data specific to California on the functional levels of this State's elderly. In that there are no
known California survey data in this area, we determined that it
could be of value to develop, as one alternative approach, an
estimate for this State based upon national survey data and
analyses of these data. This alternative is developed within
this report. It is based on two studies that derived national
estimates from analyzing national survey data. we extrapolated
by applying these estimates to California Department of Finance
population figures for 1985. This is based on the assumption
that, populations with similar characteristics have similar
needs, and that the findings of the national surveys conducted
between 1977-1982 are still applicable to the current
population.
While California health conditions and age mix may vary from
national averages, the estimates derived from national data
could give an initial approximation for long term care planners
in considering the potential size of the State's elderly population in need of services. We may find as a result of further
study that the size of this population may be higher or lower
than estimated here.
Data Sources
The primary sources for the data dis~l~ed in the following
tables came from two recent articles ' published by the Health
Care Financing Administration and a set of California population
projections published ~y the Population Research Unit at the
Department of Finance.
One of the articles, Estimating The Loni Term Care Population:
Prevalence Rates and Selected Character sties, by w. G.
Weissert, allows analysts to use rates contained in the article
to define and measure the long term care population in their
area. Although there is only one author, information in the
article was extracted from five national surveys: the 1977,
1979, and 1980 National Health Interview Surveys; the 1977
National Nursing Home survey and the 1980 United states Census.
The article is written from a study that was funded by the
Office of the Assistant Secretary for Planning and Evaluation,
Department of Health and Human Services. For the purposes of
consistent data collection, the survey defined "nursing home" in
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its broadest context, regardless of the intensity of services
provided.
The other article, Home care Expenses for the Disabled Elderly,
by Liu, et al, focuses on characteristics of noninstitutionalized disabled elderly population. It was based on a 1982 LTC
survey of Medicare enrollees conducted by the Department of
Health and Human services. This study took a slightly different
approach in both gathering and categorizing data, and thus,
helps to illustrate that there can be variability in estimating
both the size and functional levels of this vulnerable population. OVer all, however, it is significant to point out that
estimates derived from the Weissert and Liu studies correspond
fairly closely.
Summary of National Findings
Table 2 is the first set of estimates to be referenced from the
Weissert study. It shows results of his analysis of the 1977-80
National Health Interview surveys (NHIS) which measured four of
the six ADLs (continence and transferring are missing) and
mobility dependencies. The 1977 National Nursing Home survey
(NNHS) which measured all six ADLs produced very similar
results. Note, in all of the following tables, individuals are
classified according to their most severe dependency.
Typically, independence in performing ADLs tends to be lost in
the reverse order in which it was gained. The MSSP experience
reflects that clients typically lose independence in the
following order: bathing, dressing, continence, toileting,
eating and transferring.
TABLE 2
NUMBER (IN THOUSANDS) AND PERCENT OF CIVILIAN AMERICANS
NEEDING PERSONAL CARE AND MOBILITY ASSISTANCE
TYPE OF DEPENDENCY
PERSONAL
CARE
MOBILITY
%
%
#
#

4,913

2.3

2,894

1.3

2,019

0.9

1,637
3,276

1.0
15.4

840
2,054

0.5
9.6

797
1,222

0.5
5.7

DEPENDENT
%
#

TOTAL
UNDER 65 YEARS
65 YEARS AND OLDER

--------

-------------TOTAL

It can be seen that those who need assistance make up a very
small percentage of the total population. As expected, elderly
persons are the most dependent, and more older persons need help
with personal care than in moving about the house or neighborhood.
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In Table 3 Weissert merged information from both NHIS and NNHS
to show the distribution of dependent persons residing in
nursing homes (all types) versus those who live in the
community.
It appears that nationally nursing home residents are more
likely to be dependent in personal care especially in eating or
toileting than in mobility. Persons in the community who are
dependent only in mobility are typically able to provide for
their own personal care needs.
TABLE 3
NUMBER AND PERCENT OF CIVILIAN AMERICANS IN 1977 DEPENDENT IN
PERSONAL CARE OR MOBILITY, BY COMMUNITY VERSUS NURSING HOME*
TYPE OF
DEPENDENCY

TOTAL

-------------TYPE OF DEPENDENCY ---------TOTAL
LIVE IN
LIVE IN
DEPENDENT
COMMUNITY
NURSING HOME

4,913,300

100

3,697,300

73.9

1,216,000

26.1

PERSONAL CARE
Need Help
Bathing or
Dressing

1,539,100

100

1,084,800

70.5

454,300

29.5

Need Help
Toileting
or Eating

1,335,700

100

656,900

48.5

698,800

51.5

MOBILITY
Need Help
outside
House or
1,801,600
Neighborhood

100

1,744,600

96.8

57,000

3.2

216,900

100

211,000

97.3

5,900

2.7

Need Help
Inside House

*Excludes 125,700 institutionalized persons who show no personal
care or mobility dependency.
NOTE:

Entries may not equal totals because of rounding.

SOURCE: National Center for Health Statistics: Merger of data
from the National Health Interview Survey and the National
Nursing Home Survey.
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Focusing on just those who live in the community (Table 4), the
analyses of the NHIS data found that for those persons age 65
and older dependencies are most often in personal care and
mobility. In addition, a number of elderly need assistance in
household activities or home based health care. Again, the
total number needing any assistance is small and those who are
75 years and over are the most vulnerable.

TABLE 4

NUMBER AND PERCENT OF NON INSTITUTIONALIZED CIVILIAN AMERICANS,
BY TYPE OF DEPENDENCY AND AGE
TOTAL
DEPENDENT

•

------------- TYPE OF DEPENDENCY
HOUSEHOLD
PERSONAL
ACTIVITY
MOBILITY
CARE

t

'

-----------HEALTH

' '

SERVICES

' '

TOTAL

5,455

2.6

1,877

0.9

'

775

0.4

1,969

0.9

833

0.4

UNDER 65 YEARS
65 YEARS AND OLDER*
65-74 YEARS
75 YEARS AND OLDER

2,625 1.4
2,829 11.7
1,064 7.1
1,765 20.6

820
1,057
345
712

0.5
4.4
2.3
8.4

240
535
196
339

0.1
2.2
1.3
4.0

937
1,032
415
617

0.5
4.3
2.8
7.0

629
204
106
98

0.3
0.8
0.7
1.2

'

f

* Approximate standard errors for this row of estimates are as follows:

3.1 percent,
2.1 percent, 2.3 percent, 2.1 percent and 0.8 percent.
SOURCE: National center for Health statistics: Data from the National Health
Interview surveys, 1979 and 1980.

Table 5, was extracted from the Liu study of the 1982 LTC Survey
of Medicare enrollees. The study results estimate that, of the
4.6 million disabled elderly living at home, most need
assistance with one IADL or one to two ADLs. They receive such
assistance primarily from spouses, children or other informal
sources of support. Approximately 850,000 elderly with severe
limitations nationally are still able to live at home depending
on help most often from informal sources of support in addition
to paid helpers.
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TABLE 5
PERCENT OF CIVILIAN AMERICANS AGE 65 AND OLDER WITH LIMITATIONS
IN ACTIVITY, BY SOURCE OF ASSISTANCE AND LIMITATION LEVEL:
UNITED STATES, 1982
Source of Assistance
Limitation
Level

Number
of
Persons
in Thousands

Paid
Helpers

Nonpaid
Helpers

Both Paid
and Nonpaid
Helpers

Percent
Total
IADL only
ADL, 1-2
ADL, 3-4
ADL, 5-6

4,405
1,368
1,506
683
849

5.5
6.8
6.6
4.0
2.5

73.9
81.1
74.9
68.6
64.7

20.6
12.1
18.5
27.4
32.9

Note: Total does not equal 4.6 million total disabled elderly
because of unknowns.
California Estimates
Table 6 is based on applying the percentages derived from the
national estimates in Table 2. It shows that approximately 9.6%
of Californians age 65 and older could be dependent in personal
care, a lesser number in mobility.
TABLE 6
ESTIMATED NUMBER OF CALIFORNIANS AGE 65 AND OLDER IN 1985
NEEDING PERSONAL CARE AND MOBILITY ASSISTANCE
TOTAL
DEPENDENT
AGE
OVER 65

PERSONAL CARE
DEPENDENT

NUMBER

%

NUMBER

433,784

15.4

271,976

%

9.6

MOBILITY
DEPENDENT
NUMBER
161,808

%

5.7

The next level of analysis is to separate out the number of
dependent elderly in "nursing homes" versus those in the
community. Again, note that the article defined "nursing homes"
in the broadest context which could include some population from
residential care facilities. Based on data from Table 3,
California estimates are as follows:
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TABLE 7
ESTIMATED NUMBER OF CALIFORNIANS AGE 65 AND OLDER
DEPENDENT IN PERSONAL CARE OR MOBILITY
BY COMMUNITY VERSUS "NURSING HOME" RESIDENCY
CALENDAR YEAR 1985
LIVE IN
COMMUNITY

TOTAL

TYPE OF
DEPENDENCY
TOTAL

--------------

LIVE IN
"NURSING HOME"

-------------- ----------------

NUMBER

%

NUMBER

%

NUMBER

433,784

100.0

320,658

73.9

113,126

26.1.

%

PERSONAL CARE
NEED HELP
BATHING OR
DRESSING

145,609

100.0

102,654

70.5

42,955

29.5

NEED HELP
TOILETING OR
EATING

126,367

100.0

61,288

48.5

65,079

51.5

MOBILITY
NEED HELP
144,421
OUTSIDE HOUSE
OR NEIGHBORHOOD

100.0

139,799

96.8

4,622

3.2

NEED HELP
INSIDE HOUSE

100.0

16,917

97.3

470

2.7

17,387

This estimate indicates that approximately 26 percent of the
elderly dependent on others may be in "nursing homes," the vast
majority of whom need help with personal care, especially
toileting and eating. However, the estimates indicate that
almost 74 percent of Californians with such dependencies may
still live at home. Again, help with personal care is crucial
to their independence. It is interesting to note that of those
dependent in mobility, most may have very little difficulty in
moving about at home but could require assistance to go outdoors.
These estimates for California are broken down still further
using national data from Table 4. State estimates are presented
in Table 8 and show the number who could be dependent in ADLs or
need help with household activity (IADLs) or home-based health
care. And, again persons 75 years of age and older are the most
vulnerable. These figures reflect program experience in both
MSSP and Linkages in which IADLs are lost first, ADLs second.
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TABLE 8

ESTIMATED NUMBER AND PERCENT OF CALIFORNIANS AGE 65 AND OLDER
WHO ARE NOT IN "NURSING HOMES" AND ARE ALSO DEPENDENT BY,
TYPE OF DEPENDENCY AND AGE
1985

---------------HEALTH

---------------- TYPE OF DEPENDENCY
HOUSEHOLD
PERSONAL
ACTIVITY
MOBILITY
CARE
t
t
f

TOTAL
DEPENDENT
t
f

•

• '

SERVICES

• '

65 YEARS OR OVER

320,567

11.4

114,165

4.0

51,692

1.8

116,212

4.1

38,498

1.4

65-74 YEARS
7 5 YEARS OR OVER

120,567
200,000

7.1
17.8

39,091
75,074

2.3
6.7

22,208
29,484

1.3
2.6

47,023
69,189

2.8
6.2

12,245
26,253

0.7
2.3

Takinq a s1iqht1y different approach and applyinq the data from
Table 5 to California, approximately 11 percent of the total
population 65 years and older would have ADL or IADL limitations. Two-thirds of them would be moderately impaired with one
or two ADL or IADL limitations only. An estimated 62,000 would
be affected with severe limitations (i.e., five or six ADLs) and
still reside in the community. This is displayed in Table 9.
TABLE 9

ESTIMATED NUMBER OF CALIFORNIANS AGE 65 AND OLDER IN
COMMUNITY, BY LIMITATION LEVEL:
1985

THE

Number of People

Limitation Level
TOTAL

320,567

IADL
ADL,
ADL,
ADL,

99,548
109,590
49,701
61,728

ONLY
1-2
3-4
5-6

Conclusions
To reiterate, this report has provided an estimate of the number
of persons aqe 65 and older who have impairments in ADLs and
IADLs. Because a restrictive definition which may exclude some
persons suffering psychological or mental impairments was used
as a quide, these estimates may be low.
In general, the State's most vulnerable elderly population
living in the community, those 75 years of aqe and older and/or
who are heavily dependent on others, is still a markedly small
number of the total elderly population. Both studies reviewed
in this report support the estimate that there may be 321,000
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persons in the community who need assistance from others. As
Liu et al data revealed, it appears that of this total, some
99,500 would need help with IADLs, another 110,000 would require
assistance with 1-2 ADLs and 111,000 would be more severely
impaired, requiring assistance with 3-6 ADLs.
Overall, the estimates clearly indicate that assistance with
personal care and a variety of IADLs are of tantamount importance to enable frail elderly to remain at home. And, based on
client experience in programs such as MSSP and Linkages, a focus
on IADLs must be weighted equally in developing program priorities. It is also apparent that in-home and out-of-home respite
for caregivers should be a part of any long term care planning
efforts.
It must be noted that currently there is no basis for estimating
the number of elderly persons identified in this estimate who
must rely on programs such as Linkages or MSSP rather than their
family, for example, to locate, select, arrange and finance the
set of services they require.
As pointed out in the Weissert article, the most encouraging
conclusion suggested by the survey data is that, even if long
term care planners adopt a rather broad definition of dependency
as a definition of the long term care population, the results
run counter to the traditional perception that the number of
persons needing services is overwhelming. 5 In California, the
vast majority of older Californians, some 2.5 million persons,
continue to live active and independent lives.

11

References
1weissert, w. G.: Estimating the long term care population:
Prevalence rates and selected characteristics. Health Care
Financing Review. Vol 6, No. 4 HCFA Pub. No. 03205. Office of
Research and Demonstrations, Health Care Financing Administration.
Washington. u.s. Government Printing Office, Summer 1985, page 84.
2weissert, w. G.: op. cit. page 84-85.
3Liu, Korbin., Manton, Kenneth G., and Liu, Barbara Marzetta:
Home care expenses for the disabled elderly. Health care
Financing Review. Vol 7. No. 2 HCFA Pub. No. 03220. Office of
Research and Demonstrations, Health Care Financing Administration. Washington. u.s. Government Printing Office, Winter
1985.
4california, Department of Finance: Population Projections for
California RacejEthnicity: July 1, 1980 to July 1, 2020. Report
86 P-4.

5weissert, w. G.:

op. cit. page 90.

12

APPENDIX D

ALZHEIMER'S DAY CARE RESOURCE CENTER PROGRAM

CALIFORNIA DEPARTMENT OF AGING

1986
1

TABLE OF CONTENTS

PURPOSE OF REPORT

2

BACKGROUND

3

Program Objectives
Eligibility

3
3

PROGRAM DEVELOPMENT

4

LOCAL PROGRAM DESCRIPTIONS

4

organizational Structure
Licenses
staffing Pattern

4
5
6

CLIENT PROFILE

6

ADCRCs AS RESOURCE CENTERS

7

FUNDING

7

FUTURE ACTIVITIES

8

2

PURPOSE OF REPORT
This is the first annual report submitted by the Department of
Aging on the Alzheimer's Day care Resource Center Program. The
report responds specifically to Chapter 1600, Statutes of 1984,
Section 1568.19 which states:
"The department shall report to the Legislature on or before
December 1, 1986, and annually thereafter on the grant programs
described in this chapter. The report shall include, but not be
limited to, all of the following:
(a)
(b)
(c)

A description of the progress made in implementing the
programs.
The number of grantees who have established day programs
pursuant to this chapter.
.
The numbers and characteristics of participants served by
the programs, including, but not limited to, all of the
following:
(1)
(2)
(3)
(4)
(5)
(6)
(7)
(8)

Age
Sex
Diagnosis
Reason for admission
FUnctional impairment
Referral source
Living situation
Payment source,

(d)

An evaluation of the usefulness of the programs in all of
the following areas:
(1) Delaying the placement of the participants in
institutions.
(2) Providing respite to families who care for participants in the home.
(3) Providing a setting for onsite training in the care of
these patients.

(e)

A description of findings on the appropriate level and type
of care required to meet the nursing and psychosocial needs
of the patient and appropriate environmental conditions and
treatment methods.

(f)

An evaluation of the appropriate licensure category for
these programs, including a discussion of the necessity of
a new licensure category. This evaluation shall also consider existing licensing provisions for adult day health
care centers and adult day care centers under the
California Community Care Facilities Act in order to determine if changes might be made to allow them to more appropriately meet the needs of these patients, in light of the
findings under this chapter. The department shall consider
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the potential for reimbursement in these centers under the
Medi-Cal Act, the Short-Doyle Act, and Medicare."
This report provides a description of progress made to date in
implementing the ADCRC Program. Although sites were in operation only the latter part of the year, a client profile has
begun to emerge and will be discussed on the following pages.
In many cases, this will be an excerpt from the preliminary
report submitted to the Department by the Institute for Health
and Aging. The Institute contracted with the Department to
assist in the design of ADCRC data collection and to perform a
program evaluation.
A more indepth comparative analysis of site activities will be
the focus of the 1987 report.
BACKGROUND
In the last several years, the Administration and the
Legislature have acknowledged the significance of Alzheimer's
disease and its devastating effects on the victim, family and
community-at-large. The Alzheimer's Day Care Resource Centers
Program was established in the Department of Aging as a first
step in provision of services to this special target population
(Chapter 1600, Statutes of 1984).
Specifically, the ADCRC Program is a three-year pilot project
(It was implemented in January 1985 and was recently extended
through June 30, 1988). The goal is to help determine which
health and psychosocial services/staff are most appropriate in a
day care setting for patients in the moderate to severe stages
of Alzheimer's disease or a related dementia. Just as
importantly, the project is to provide respite and support for
caregivers and training opportunities for professionals as well
as caregivers.
Program Objectives
The objectives of the program are to: 1) assist dementia
patients to function at the highest possible level; 2) provide
respite care for families and caregivers; 3) provide in-home
assistance to caregivers by way of information, counseling and
care planning; 4) establish and/or assist family support groups;
5) provide training opportunities for students, professionals,
and caregivers; and 6) disseminate information to families,
caregivers, professionals, and the public regarding Alzheimer's
disease and related dementias.
Eligibility
Eligibility for the day care program is based on an evaluation of
each potential participant's level of impairment. There is no
4

other eligibility criteria.
Persons who are able to participate in the cost of care are asked
to contribute. Each site has a sliding fee schedule. Funds
generated from client participation are used to further enhance
the program.
PROGRAM DEVELOPMENT
The Department selected eight projects, two of which have two
sites for a total of ten project sites. They are:
1.
2.
3.
4.

s.
6.
7.

a.

Monterey County Department of social Services ADCRC,
Seaside
Westside Independent Services to the Elderly ADCRC,
Santa Monica
Alzheimer's Family Center, Inc. ADCRC, san Diego (2 sites)
Mt. Diablo Rehabilitation Services of Northern California
ADCRC, Pleasant Hill
Southern Alameda County Committee on Aging ADCRC,
San Leandro
South Coast Institute for Applied Gerontology ADCRC,
Costa Mesa (2 sites)
Humboldt Senior Citizen's Council ADCRC, Eureka
Eisenhower Medical Center/Five Star Club ADCRC,
cathedral City

There was a great deal of variation among individual ADCRCs in
terms of start up. Five were able to open almost immediately,
while three programs had long delays in becoming operational.
The key factor in such delays was that, once funded, site renovation had to be completed before clients could be accepted.
During the start up phase, the Department contracted with the
Institute for Health and Aging at the University of California,
San Francisco to provide a comprehensive evaluation of the
ADCRCs. This evaluation was to include the collection and analysis of monthly program and patient data, as well as a qualitative analysis of the ADCRC experience.
LOCAL PROGRAM DESCRIPTIONS
The preliminary findings of the evaluation have provided an
overview of the ADCRCs after four months of operation, and a
baseline from which more definitive and comprehensive quantitative data analyses can be conducted. Wherever updated information is available it has been noted.
Organizational Structure
Specifically, the eight ADCRCs operate in a number of different
organizational structures, ranging from small free standing
programs to comprehensive long term care programs in large
5

multiservice agencies. What is particularly important to note
is that four ADCRCs (Humboldt, WISE, Monterey County, and
Eisenhower) are integrated programs, that is, Alzheimer's day
care programs operating within an adult day care or adult day
health care program. The other four ADCRCs are separate or
specialized Alzheimer's day care programs.
In addition, two ADCRCs (Humboldt and Alzheimer's Family Center)
emphasize a medical/social model of care, while the other six
Centers emphasize a social model. A preliminary qualitative
analysis indicates that each type of system, i.e., integrated,
specialized, medical and/or social, is viable in an appropriate
setting.
The ADCRCs have also been established in both rural and urban
sites. While transportation is a greater factor in the rural
areas there does not appear to be any significant variation in
program operations as a result of geographic location. The
ADCRCs have also been successfully established in a range of
facilities. Each of these facilities has its own particular
strengths. For example, the Southern Alameda ADCRC was established in an acute care hospital that has a skilled nursing
facility license; here, staff are able to secure the center with
a locked door. Monterey County and the South Coast Institute
for Applied Gerontology ADCRC(s) have their programs in underutilized school buildings, greatly reducing program overhead.
The Alzheimer's Family Center has specifically utilized modified
single-family homes for their two facilities to emphasize a
home-like environment for patients. Finally, the Eisenhower
ADCRC built a completely new facility with specific consideration for the needs of demented patients.
Licenses
The appropriate licensing category is another facet to be
explored through ADCRCs. The law waivers licensure requirements
for the period of the demonstration. Five centers are currently
operating under a Community Care Facility license issued by
Department of Social Services, one is operating under an Adult
Day Health Care license, one is operating under the fire and
safety regulations of a skilled nursing facility, and one center
operates as an adult education program.
A discussion on licensure must also focus on safety measures
that need to be employed. The ADCRCs have utilized a number of
different mechanisms to ensure the safety of Alzheimer's
patients who wander. These include Southern Alameda County's
locked facility, Eisenhower's coded gate, and a number of others
using alarms or physical barriers. At this time, however, it is
premature to recommend an ideal security device.

6

Staffing Pattern
The ADCRCs utilize a wide range of professional staff, support
staff, and volunteers in providing services to patients and
families. The staff to patient ratio ranges from 1:3 to 1:5
without any noticeable difference in program activities. These
ratios appear to be dependent upon program funding more so than
upon program operations. Volunteers provide a significant role
in the functioning of each center. As of October 1, more than
200 volunteers had participated in the program providing nearly
3,600 hours of assistance. In some cases, this assistance was
identified as the critical factor in maintaining a Center's
viability. In addition, it appears that volunteers are a major
factor contributing to the ADCRC staff's ability to maintain
one-to-one attention to patients. A related issue to be
addressed is that of staff burnout, whether and why it occurs,
and how ADCRC administrators cope with it.
CLIENT PROFILE
While there has been a high demand for services, the ADCRCs have
generally been able to meet these requests. Referrals have come
primarily from family members, physicians and local chapters of
the Alzheimer's Disease Related Disorders Association. Through
September, 1986, a total of 523 day care clients have been
served in ADCRCs. The average total enrollment of programs is
32.5 clients with an average daily attendance of 14 per site,
and 254 for the 10 sites.
The centers are serving primarily moderately to severely
impaired patients ranging in age from 41 to 100 (40.2 percent
are in the 80-89 age group). Nearly 90 percent are caucasian,
90 percent live with another person and 40 percent have an
annual income of under $7,200 (20 percent are indigent).
Participants• functional and behavioral problems include
impaired memory/cognition (95.7 percent), the inability of the
patient to be left alone (89.2 percent), and wandering (61.6
percent). A relatively large portion of the patients have also
been reported to have severe problems with combativeness and
agitation (46.5 percent), in addition to physical problems.
Slightly over one-third (34.4 percent) are taking psychotropic
medications to manage their behavioral problems.
The most frequently reported problems by family members in
addressing patient's needs are respite care (76.1 percent),
lack of social support (47.5 percent), psychological problems
(40.3 percent), and financial difficulties (26. 7 percent).
Wherever possible, ADCRCs have provided the services required by
patients to address their problems. The most frequently utilized ADCRC services have included day care (67 percent), individual family counseling (51.1 percent), group family counseling
7

(37.6 percent), group patient counseling (34.8 percent), and
case management (28. 7 percent).
The most frequently reported services for which patients have
been referred elsewhere include case management (15.4 percent),
home health care (13.8 percent), and nursing services (12.6
percent). However, in general it has been unnecessary to make
external referrals.
ADCRCS AS RESOURCE CENTERS
Education and training are also primary components of the ADCRC
Program. Although the centers generally have limited resources,
most are providing a substantial number of education and
training activities. Nearly all ADCRCs provide an orientation
and initial training for staff and volunteers as well as
inservice education programs for staff. In addition, each one
provides activities for caregivers and professionals in a number
of ways, ranging from scheduled ADCRC staff programs to
community and university presentations. As of October 1, 1986,
centers provided:
1,007
46
269
173
196

Family Consultations
Home Visits
Hours of Family Support
Hours of Community Education
Hours of Professional Training

Several Centers have also successfully utilized the media, including television, radio, newspapers and journals, in providing
community education as well as conducting program outreach.
However, the majority of centers would like to do more but are
too limited in staff and funding to expand these efforts.
The legislation establishing the ADCRCs also encouraged center
participation in research activities. In fact, ADCRCs are
participating in a number of research studies, including studies
of caregivers and improvement of diagnostic methodologies.
Again, Centers cannot put a high priority on research given
their limited funding.
Data collection and analysis are currently being provided by
the University of California, San Francisco, Institute for
Health and Aging, as part of the comprehensive evaluation. The
Department will assume responsibility for data collection and
analysis activities in early Spring (1987) as part of the
Department's overall evaluation effort of LTC services.
FUNDING
The eight programs are funded at a level of $37,500 for each
fiscal year of the project. Each program is required to provide
a 25 percent match.
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In two programs, State funds represent a significant portion of
the centers' funding, in two other programs, it represents
approximately 25 percent. In the remaining program it represents approximately 15 percent or less of the total. As shown
in Table 1 below, the total budget for all eight programs in FY
1986 to 87 is $1,742,229.
State General Fund represents about
17 percent of this amount. Other sources of funding (as shown
in Table 2 on the following page) include: client share based
on a sliding fee schedule; State and local government; Title III
Older Americans Act; grants and foundations, as well as other
private sector funding.
TABLE 1
ALZHEIMER'S DAY CARE RESOURCE CENTERS
1986/87 BUDGET
state General Fund
Match
Other Sources
TOTAL
FUTURE

300,000
139,806
1(302(423

17 Percent
10 Percent
73 Percent

$1,742,229

100 Percent

$

ACTIVITIES

Important issues such as the need for special licensure or
common staffing requirements will be more clearly articulated
this next year. The impact of patient-related and family
related activities will also be evaluated to determine what
works and why. In addition, there will be a focus on compiling
accurate cost data as a baseline for exploring realistic reimbursement mechanisms.
As a related activity, an interagency agreement has been signed
with the Department of Mental Health to expand the Governor's
Seniors' Initiative on Mental Health training, including
Alzheimer's disease and related dementias, for nursing home
staff. This will be accomplished in the coming year by
providing six additional statewide workshops. These workshops
will focus on training mental health and other professionals who
can then provide ongoing training in the community.
In conclusion, early indications seem to show that flexibility
to respond to local community needs will be the key to the
success of any day care for dementia patients. It may be that
in the end the ADCRC Project will provide a "menu" outlining the
advantages and disadvantages of different program facets.
Future providers could then pick and choose depending on available resources and the unique needs of their community.
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TABLE 2
ALZHEIMER'S DISEASE DAY CARE RESOURCE CENTERS:

ALL SOURCES OF REVENUE

State/Local/Public 9%

State General Fund

Client Share

17%

61%

Other Sources
0

73%

.-1

1;¥#.;:¥;~1-T it 1e

III
·Private Sector

10%

Total Funding for AOCRCs

Other Sources

1%
24.3%
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INTRODUCTION
The Annual LTC Report offers an opportunity for an interim
progress report on the Linkages Program now that the developmental phase has been completed. A full program report to the
Legislature is being prepared for submittal in early Spring.
Beginning in May, 1986 all 13 Linkages sites were fully operational and accepting clients at all levels of service. As a
result, the data collected from the first two quarters of FY
1986-87 (July - December) reflect fairly consistent reporting
activities and provide the basis for this progress report.
To begin, approximately 7,000 clients at all levels of service
were served during the first two quarters of FY 1986-87. As
shown in Table 1, it appears that the number of clients each
month requesting information and referral (level A) or referral
and follow up assistance (level B) has stabilized. This is not
yet evident for short-term or ongoing case management (C and D
levels). There was a substantial increase in the number of
clients who received c and D services from July through
September and the trend continued through December.
TABLE 1
CASELOAD LEVELS BY MONTH OF PERSONS SERVED BY ALL LINKAGES SITES
JULY 1, 1986 THROUGH DECEMBER 31, 1986
CATEGORIZED BY LEVELS OF SERVICE A/B AND C/D
1986
July
August
September
October
November
December

TOTAL
(Duplicate count)

A/B
642
762
638
669
540
564
3,815

C/D

TOTAL

1,424
1,570
1,717
1,839
1,939
2,008
10,497

2,066
2,332
2,355
2,508
2,479
2,572
14,312

Increases in the number of clients differs from site to site and
are closely tied to start up date. In the early stages,
community resources are generally looking for a place to refer
clients and may test the availability and viability of a new
service. For instance, the nine sites that opened their doors
in October and November, 1985, reported a 16.8 percent increase
during the first quarter. During that same time frame, the
three sites that opened in February 1986 reported a 65.8 percent
increase and the May 1986 site, a 41.5 percent increase.
Other factors that may influence the acquisition of new clients
relate to the level of understanding of "case management" in the
community. Again, of those nine sites that opened last Fall,
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the three located in areas where MSSP had not preceded them
experienced slower client acquisition, 12.6 percent growth
between July-September 1986 as compared to 25 percent for the
other six sites. The four newer sites have grown quite rapidly
and all were preceded by MSSP services in the community. Other
possible variables remain to be explored.
CLIENT PROFILE
Through December of FY 1986-87, data also begins to describe
typical Linkages clients who receive case management services (C
and D level). Data revealed the following:
TABLE 2
LINKAGES CLIENTS RECEIVING CASE MANAGEMENT SERVICES BY AGE

NOTE:

Age

Percent

18-59
60-69
70-79
80+

23
22
27
27

Percentage do not add up to 100 due to rounding.

It should be noted that the set limit on the number of clients
under age 59 (25 percent of the total caseload) was still in
effect during part of this time period. Data from the next
quarter will help evaluate any differences due to the lifting of
this constraint on caseload by age.
TABLE
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PERCENTAGE OF CLIENTS RECEIVING CASE MANAGEMENT SERVICES
BY SEX
Age

Male

18-59
60+

36
30

Female
64

70

The higher number of older females receiving services should be
expected and also conforms to the fact that more older women
have need for long term care services. That does not account
for the higher proportion of younger women receiving services,
although it may be influenced by the fact that women generally
are found to be more willing than men to seek and accept help
when they have special needs.
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TABLE 4
PERCENTAGE OF CLIENTS RECEIVING CASE MANAGEMENT SERVICES
BY MARITAL STATUS
Percent

Status

26
39
35

Married
Widowed
Divorced, Single, Other

It was anticipated that more single persons would need the
assistance of a case management service to remain in the
community since they often do not have family members to provide
informal support.
TABLE 5
PERCENTAGE OF CLIENTS RECEIVING CASE MANAGEMENT SERVICES
BY ECONOMIC STATUS
Percent by
18-59

status
Medi-Cal Beneficiaries
Non-Medi-Cal Beneficiaries

72
28

Age
60+
49
51

There is not a great deal of information available to explain
why so many more younger clients are Medi-Cal beneficiaries.
Experience does suggest that they have become impaired before
they could develop their own resources, while many older people
have at least some retirement resources. There is evidence that
many older clients are just above the poverty level, without
public support available to them and who have therefore been
unable to purchase needed health care or social supports. The
Linkages Program is beginning to gather information about this
group, referred to in many studies as the "near-poor". Individual cases seem to demonstrate that provision of timely, appropriate services tends to help these clients make better use of
their own resources and may, in fact, delay or reduce their
later reliance on public services.
COSTS
Linkages sites are budgeted for both case management activities
and client purchase of services. Of the total amount originally
budgeted, 16% was for the purchase of needed service. Since, by
law, no more than 10% could be expended on information and
referral activities, the remaining 74 percent was designated for
case management.
Expenditures for the first six months of FY 1986-87 have totaled
$1.5 million, 40 percent of the total authorization of $3.9
4

million. The seven percent expended of the total budgeted for
purchase of service demonstrates the extent to which case
management staff have helped clients use both informal and
formal community resources for needed services. Implications of
such activity are that services often do exist in one form or
another, and case management activities tend to increase utilization of existing services. Some concern exists about the
amount of time required to arrange for these services versus the
purchase of services. This will be explored in more depth.
PROGRAM ACCOMPLISHMENTS:

ENHANCING SERVICE COORDINATION

By winter 1986, sites had established formal working relationships with the other key agencies in their communities. In most
cases this was accomplished through a memorandum of understanding. Although individual experiences varied, it was considered a worthwhile process. Several reported that it was
particularly helpful in differentiating Linkages clients from
those who were appropriate for services through the local mental
health and other agencies.
Once operational and more aware of their program's capabilities,
many sites began to explore other ways to enhance service
delivery. To date,
o

several sites now coordinate intake in conjunction with
other case management programs in their host agency. One
agency has committed additional resources to have a full
time case manager to administer this joint "triage."

o

Some sites have initiated joint care planning in which
other essential service providers take part in developing
care plans for Linkages clients.

o

In addition, several host agencies have been, or are in the
process of, reorganizing their agency to encourage more
integration activity. Efforts include colocation, reassignment of knowledgeable staff or retargeting agency
resources (e.g., Title III homemaker services under direction of Linkages Director).

PROGRAM MODIFICATIONS
Need for changes has surfaced over the past few months in
response to site experience. For instance, the initial 30-day
period used to define level C services needs to be extended. It
was found that it takes six to eight weeks to stabilize
services. Second, the limit set on the number of younger,
functionally impaired to be served (25 percent of total caseload) was lifted. A similar cap on the number of non-Medi-cal
eligible clients was also lifted. These two constraints had
created artificial waiting lists in that sites couldn't accept
appropriate clients when program slots were available. Third,
5

levels A and B services will no longer be budgeted separately
with a 10 percent cap in FY 1987-88. This delineation has
prevented sites from making most effective use of staff, and
created excessive tracking.
CURRENT ISSUES
During the developmental period, it was anticipated that sites
could and would acquire a full caseload of 200 clients each
within the first year of client operations. This has not
occurred for a variety of reasons. For example, many sites have
only two staff persons who assess all new clients and reassess
ongoing clients on a regular basis. As a result, there are many
times when staff are unable to complete assessments as quickly
as requests come in. In fact, an additional category for
pending was added to the program codes because this situation
was wide spread.
Similarly, there are a number of applicants who participate in
the assessment process and then decline services. The number of
these clients varies between sites, and some strategies are
being pursued to reduce this category of activity (including
clarification of reporting procedures), since it increases
overall workload without full service to clients.
Once client assessment is completed, the staff time involved in
service arrangement for non-Medi-Cal clients becomes another
factor. It is often much harder to arrange services for these
clients who are usually just above the poverty line. They are
not eligible for many of the basic supports such as an IHSS
chore worker and often wait until needs are more severe before
seeking help.
The Department is looking carefully at factors such as staffing
patterns, types of clients, source of referrals, etc., to determine the most workable number of clients served by each site.
FUTURE ACTIVITIES
During 1987, the Linkages Program will continue to refine the
functional basis for eligibility. Inherent in this analysis,
will be an evaluation of the need to categorize clients by level
of service received as well as to understand the best way to
serve more severely impaired persons where MSSP is not an alternative.
The program will also identify factors that contribute to the
success of rural sites and determine what specific flexibilities
related to caseload and staffing requirements would enhance the
ability of these programs to serve their clients. Both the lack
of existing service providers and distance factors indicate a
need for some flexibilities.
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CONCLUSION

Linkages has been well received in local communities by clients
and service providers alike. There is growing evidence to
support the Linkages case management concept as a means to
increase effective use of existing resources. Most importantly,
it plays a vital role in the Department of Aging's overall
efforts to sustain people in the community to the extent it is
feasible and appropriate.
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